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I have your circular announcing the launch- 
ing of a “Southern Medical Journal,” and, hon- 
estly, I have so often felt the need of just such 
a journal. I was delighted to receive your com- 
munication. Will gladly patronize it. 
L. D. Cotten, M.D. 
Sparta, Tenn. 


Through the columns of the daily press I see that 
you aggressive Nashville fraters are launching the 
“Southern Medical Journal.” I most heartily greet 
the advent of just such a publication, and congrat- 
ulate you. For some time I have felt the need of a 
medium of this character in order that our Southern 
brethren may be in closer touch.* Please have my 
name placed upon your subscription list. 

EpGar Durr Burnett, A.M., M.D. 
Louisville, Ky. 


One needs but to refer to the editorial staff to 
feel assured that your journal will rank among the 
best published. The work of such representative 
men will be eagerly sought for and appreciated by 
the medical profession throughout the South, and 1 


know will co-operate in making it the success it 
deserves. 
B. D. Sretey, M.D. 
Birmingham, Ala. 


Thank you very much for the copy of your jour- 
nal. It certainly puts up a very good appearance, 
and, it occurs to me, that we should have it on our 
list of subscriptions. Enclosed please find $2 for 
one year’s subscription. 

Sincerely yours, 
C. H. Mayo, M.D. 

Rochester, Minn. 

I have your letter of recent date, asking my 
opinion of the “Southern Medical Journal.” In re- 
ply, I will say that I subscribed for the journal 
simply because a friend asked me to, and gave the 
matter little thought so far as the real value of the 
journal is concerned. I tell you frankly, however, 
that since receiving the first copy I find that I am 
already a friend to the journal, and I see no reason 
why it should not prove a perfect success. I cheer- 
fully recommend this journal to other physicians 
who wish to read good “stuff,” written by men 
whom we know to be of the right material. Wish- 
ing you much success, I remain, 

Yours very truly, 
M. A. M.D., 

Birmingham, Ala. 

Replying to yours of recent date in regard to the 
“Southern Medical Journal,” I will say that it cer- 
tainly fulfills the promises made by the promoters 
in putting it before the profession, and, if it con- 
tinues in the way it is started, taking full advantage 
of its natural growth, the future holds great things 
in store. It is bound to be a strong factor in shap- 
ing medical thought throughout the South, develop- 
ing better medical writers and putting the essen- 
tially Southern phases of disease better before the 
world. It has a wonderful field from which to 
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select, and one that has only been partially covered 
in the past by State and independent journals. 
. B. Youne, M.D. 
Springfield, “Ark. 


The first two issues of the “Southern Medical 
Journal” have been carefully read by me, and it 
is simple conformity to the logic of the situation 
that bids me congratulate you on your product. As 
a distinctly Southern creation it stands without a 
rival. I am pleased with every department, and 
feel that you are to be especially commended for 
excluding every form of patent medicine, and other 
forms of fraudulent advertising. 

I confidently believe that in less then three years 
your journal will enjoy a greater degree of pop- 
ularity in the South than any other medical publica- 
tion. Most sincerely yours, 

W. W. Crawrorp, M.D. 

Hattiesburg, Miss. 


As I am a collaborator of and contributor to the 
“Southern Medical Journal,” I do not think it would 
become me to express my commendation. 

I think, however, that the editors deserve the 
greatest credit, and I feel proud of my company. 
Also, it may interest you, as publishers, that I have. 
received letters and inquiries regarding my articles 
on malaria from Florida, Mobile, Texas, remote 
points in Arkansas, Mississippi, Alabama and Louisi- 
ana. In fact, judging from letters received, these 
articles have been more widely read than anything 
I have ever produced. 

Krauss, M.D. 

Memphis, Tenn. 

The South has needed for years a journal just 
exactly what the “Southern Medical Journal” now 
represents. We are to be congratulated. 

Yours very truly, 
F. P. M D. 


Atlanta, Ga. 


The quality and usefulness of any medical journal 
is dependent upon the quality of the men behind it; 
hence, when I take into consideration the geograph- 
ical diversity and personelle of both the editorial 
staff and collaborators of this valuable exponent, 
many of whom I know personally, I am at once 
convinced of the fact that SUCCESS surely be- 
longs to it, and that MANY GOOD THINGS are 
in store for those who peruse its pages. Therefore, 
I most heartily recommend it to my confreres, and 
urge that those who are not already subscribers to 
it become so at their earliest possible date. 

S. Lewis Knicur, M.D. 

Hattiesburg, Miss. 

The “Southern Medical Journal” is filling a place 
in Southern medical literature that has long been 
vacant. The excellence of its articles and the care 
with which it is published should obtain for it a 
high rank among the medical journals of the world. 

Yours turly, 
J. SHetton Horsey, M.D. 


Richmond, Va. 
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NuMBER 3 


MALARIAL HEMOGLOBINURIA, 


Synonyms—Swamp Fever, Malarial Hema- 
turia, Hemoglobinuric Fever, Hemorrhagic 
Pernicious Malaria, Bilious Hemoglobinuric 
Fever, Bloody Chills, Yellow Chills, Black- 
water Fever, etc. 

De finition—Marlarial hemoglobinuria is a 
syndrome appearing suddenly in persons har- 
boring malarial infection for a protracted pe- 
riod, and characterized by a very severe chill, 
followed by red urine (from claret to poke- 
berry-juice color), fever, great prostration, 
nausea, vomiting, and very marked jaundice. 

Hemolysis and hemoglobinuria associated 
with malaria has a pathology in some respects 
quite unique and not shared by other forms of 
malarial disease, nor by other conditions as- 
sociated with hemolysis. Although we have 
in pernicious and chronic malaria some evi- 
dence of the presence of a soluble toxin, such 
as necrosis of red blood corpuscles, paren- 
chymatous and fatty degenerations, focal ne- 
croses and multiple thromboses, we find in 
malarial hemoglobinuria all these phenomena 
markedly accentuated. The intense vomiting, 
biliousness, albuminuria and jaundice, are 
paralleled only in the second stage of yellow 
fever. Whereas, pernicious malaria manifests 
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itself in many forms, according to which organ 
or set of organs is the seat of segmentation 
emboli, we are dealing with such conditions in 
hemoglobinuria, if they occur, only as com- 
plications. Here the vascular obstruction is 
inflammatory (thrombotic ),blood destruction is 
in excess of the action of live plasmodia, which 
indeed soon disappear, and the entire symp- 
tom-complex is such as could not possibly be 
produced by the mere development of plas- 
modia, within red blood cells. 

If malarial hemoglobinuria were nothing but 
acute pernicious fever, it could not strike per- 
sons weeks after return from the tropics, even 
to England, where malaria is not endemic. 
This disease is never a primary event. We 
have as a constant antecedent a prolonged har- 
boring of malaria parasites in the blood or 
viscera, even though there be no evident symp- 
toms. We rarely find it in persons with ex- 
tremely large spleens, those whose blood and 
viscera are almost or entirely free of plas- 
modia; yet new-comers, who are such a ready 
prey to pernicious fevers, are absolutely im- 
mune to it. The relation to present infection 
will be alluded to later on. As to incidence 
with reference to term of residence, Brem re- 
ports one mild case within two months with a 


| 


142 


history of gross neglect. Plehn’s 97 cases 
average three years, the earliest in three 
months (gross neglect emphasized). Daniels 
had four in the first six months out of 114 first 
attacks, and this is the experience of every ob- 
server. In regions where one season’s sieges 
can be recovered from before the ravages of 
the next year begin, the disease is quite rare, 
or confined to imported cases. In yellow fever 
the greatest visceral intoxication, with degen- 
erations, occurs only after the blood has ceased 
to be transmissible by mosquitos. In all dis- 
eases such pathologic phenomena appear late, 
when the intracellular poisons of the parasites 
must have been set free. 

Let us see how malaria is acquired. The 
sporozoite, injected by the mosquito, is a worm- 
like body, having active vermicular motility, 
and can be seen to deliberately pierce a blood 
cell, enter, and develop into a schizont. The 
resulting embryos are spherical bodies having 
only brownian motility, and appear actuated 
by chemotaxis. They bound about, bump 
against blood cells, adhere to one, break loose 
again, become attached to others and finally 
sink through the rim of the corpuscle, complet- 
ing their cycle to segmentation, exactly as the 
sporozoite has done. If all were to enter cells, 
the succeeding paroxysm would be 6 to 30- 
fold the severity of the first. Beginning with 
the breaking-up of the advance guard of a 
brood, and continuing for some hours after 
the last ones have segmented, the febrile 
paroxysm takes place. Assuming the plasma 
to be indifferent to the insoluble, non-func- 
tionating merozoites, the fever must be due 
to something else. It is not due to the growth 
of the nutritive bodies within the cells, because 
most of this takes place during the afebrile 
stage. There is much evidence to show that 
the residue of segmentation contains a plasma- 
soluble poison which causes the chill, fever and 
sweat. I believe, reasoning by analogy only, 
that this is a specific poison and is needed to 
sensitize red cells for invasion by the young 
merozoites. It is the opsonin needed by 
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these spherical, non-motile, embryonic bodies 
to attract and attach them to the cell to be 
entered, not required by the sporozoites, who 
attack with their own weapons. In the normal 
scheme of defense we have phagocytosis, 
which can be seen in fresh malaria blood, prob- 
ably also unsensitized corpuscles. Gradually, 
however, the individual acquires a resistance in 
addition to this. With repeated attacks the 
body depends more and more upon this de- 
veloped new-formed resistance, and a condi- 
tion of “latency” is established. New-comers 
are known not to have this resistance or de- 
fense of “latency ;” every segmentation is fol- 
lowed by a paroxysm of fever; whereas, with 
old residents, this latency is quite the usual 
feature; an intercurrent factor, such as taking 
cold, a surgical operation, exposure, bad water, 
unhygienic living, .eating watermelons, ete., 
usually brings on a chill quite suddenly and so 
coincidentally that old practitioners still find 
in it ground for rejecting -the “mosquito 
theory.” 

Coming back to the biologic function of the 
parasite, the nutritive schizont within the cell 
grows at the expense of the hemoglobin, i. e., 
it now has a hemolytic function, which ceases 
and becomes latent again after segmentation, 
to become active only when the merozoite has 
entered a cell. It is hemolytic only in the 
growing stage when it lies safely within the 
corpuscle, and when the patient is having no 
svmptoms. Golgi, working with unstained 
blood, taught, quite correctly, that quinine 
acted by preventing the invasion of red cells, 
but he was wrong in saying it killed the 
“spores.” By the aid of modern staining 
methods we can observe in heavily cinchonized 
patients, filamentation, karyolysis and frag- 
mentation of cytoplasm of the growing plas- 
modia, it arrests their development. If a cell 
containing such a parasite breaks up, unused 
endoplasmodial hemolysin is set free and, with 
the aid of the sensitizer, if unopposed by anti- 
bodies, it may lake cells from without. Asa 
consequence, the spleen, through the portal 
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vein, furnishes the liver with excess of hem- 
oglobin, cadavers of cells and plasmodia, free 
poisons, etc., so that the hepatic cells are over- 
worked and poisoned, and the patient becomes 
very “bilious.” Sensitin and hemolysin* ac- 
cumulate, adding to the hemoglobinemia, and 
the patient is “full of malaria.” This is really 
latent hemoglobinuria. Any quinine now ad- 
ministered, by arresting the development of 
nutritive bodies and damaging (vide infra, 
Diessing’s reaction) the infected cells, adds to 
the sum of free hemolytic elements, establishes 
a vicious circle and causes the explosion of a 
hemolytic paroxysm—active fulminant, instead 
of latent; there is, according to Koch “weiter 
nichts als eine Chinin Intoxikation,” but a 
second dose, many times as large, if it happen 
not to meet nearly mature broods, appears to 
ctire the patient. As Plehn points out, it 
would be absurd to say a minimal dose (%4 
grain) would nearly kill a patient, when a sub- 
sequent manifold larger one has no such effect. 
As will be seen below, quinine is not necessarily 
nor exclusively the occasion for a hemolytic 
paroxysm. 

It is not necessary to go into hair-splitting 
distinctions as to the character of hypothetical 
bodies, but certain hemolytic experiments 
made justify the belief that the soluble residue 
of segmentation is a specific opsonin having 
cytophilic affinities for red cells and that the 
endoplasmodial elements carry toxophore 
groups having hemolytic properties. Experi- 
ments with other hemolytic agents show that 
antibodies can be developed for either group, 
i. e., anti-amboceptors and anti-complements. 
The assumption that any auto-hemolytic func- 
tion comes into play seems to me to be untena- 
ble, it being unparalleled in any scheme of de- 
fense. 

So long, then, as the malaria remains more 
or less paroxysmal, and, possibly with the aid 
of the mechanism expressed as fever parox- 
ysms, intervals occur during which these 
toxic substances may be eliminated and in part 
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neutralized, and hemolysis with hemoglobinu- 
ria does not take place. The chance of their 
accumulating to the danger point is also min- 
imized if the subject spends part of the year 
in a more salubrious region or has the protec- 
tion of seasonal intermissions. This is just 
the difference in incidence and distribution be- 
tween cyclic or paroxysmal malaria and black- 
water fever. It accords with what was said 
in reference to incidence in the beginning of 
this article. The practice of only taking calo- 
mel for the “biliousness” merely postpones the 
evil day. Worse still is the practice of des- 
ultory, ill-timed or insufficient quinine tak- 
ing, which throws all the work on this im- 
munizing mechanism, the spleen and liver en- 
large, the patient becomes sallow, has a coated 
tongue, and his blood, at least from the 
spleen, contains parasites, especially “female” 
ones, and, under the augmentation of rein- 
fections, there is gradually developed an un- 
stable defense, a “toxin fever” drives the pa- 
tient to quinine or a patent chill tonic at a time 
when growing parasites are readily disturbed 
within necrobiotic cells, and—he has a chill, 
followed by “hematuria.” Sometimes an in- 
tercurrent factor, or a fresh infection, is the 
occasion of the paroxysm, but in any case the 
quinine, the fresh infection, or the indifferent 
predisposing cause is only the occasion of the 
hemoglobinuric paroxysm and not the specific 
cause. The latter is always the “specitic alter- 
ation of the blood,” as Bignami expresses it in 
his vague hypothesis. 

It has been taught, ever since the days of 
Binz, that quinine directly poisons the parasitic 
organism, since very weak solutions of it ar- 
rest ameboid movements of certain unicellu- 
lar organisms. V. Diessing has ascertaited 
that quinine only enters into a plasma-soluble 
combination (compound) with hemoglobin, 
which the parasites cannot metabolize and that 
they are thus starved. This harmonizes the 
old and new views and also explains why cres- 
cents are immune to quinine. This property 
of \quinine undoubtedly plays a part in the 
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cases called “quinine hemoglobinuria.” It is 
erroneous to consider this as a separate and 
distinct disease because the two forms merge 
imperceptibly, and the quinine element is one 
of degree only. So far as I know, quinine 
hemolysis apart from prolonged malarial in- 
fection is unknown. 

There is too much evidence in favor of qui- 
nine being, in the vast majority of cases, the 
“occasion” of the attack for any discussions to 
continue on this subject. For bibliography I 
refer to Deaderick, in the Memphis Medical 
Monthly, Dec., ’07, et seq. The main thing I 
desire to make clear is that blackwater fever 
is produced by the disturbance of an unstable 
immunizing balance, that its primary effect on 
the infection is to minimize, if not abolish it, 
and that quinine, being a possible and most 
frequent provocator of it, should not be used 
or its use suspended until it can be ascertained 
if parasites persist or reactions to it no longer 
occur. 

The rule that quinine therapy would be jus- 
tified only when parasites are present is con- 
sequently not tenable. The presence of plas- 
modia is the very evidence of danger, although 
it may happen that in a given case there be no 
further reaction. I recall a case where the 
blood showed a very rich infection on the third 
day, after the urine had cleared up. This is 
just the condition in which even Plehn ad- 
vises the exhibition of quinine. The attend- 
ant refused to give it and the expected fever 
paroxysm did not occur. What became of the 
plasmodia? I have myself had 28 cases re- 
cover who never received another dose of qui- 
nine after the first bloody urine. Is this per- 
nicious malaria? Surely not. Some of these 
patients were extremely ill. Bearing upon 
this point, Stephens has grouped 219 cases 
with reference to the proportion having para- 
sites at different stages. Those examined on 
the day before the attack showed 95.6 per cent. 
infected. Those examined on the day of the 
attack showed 61.9 per cent. with parasites, 
and of those examined on the day after the 


onset only 17.1 per cent. had plasmodia. This, 
and the differential leucocyte count shows that 
the disease is really malaria and that the blood 
1apidly becomes sterile. Again, Plehn has 
grouped, nearly equally, over 700 cases with 
reference to treatment. Those treated with- 
out quinine gave'a mortality of about 15 per 
cent., as against over 17 per cent. for the qui- 
nine-treated cases. 

A practical clinical division of varieties of 


malarial hemoglobinuria is the following: 1. 


Hemolytic pernicious fever; 2. hemolytic ma- 
larial cachexia; 3. malarial quinine hemolysis. 

The first includes the cases occurring at the 
height of the season (where seasonal preva- 
lence changes). As the re-infections are more 
common at this time, a larger percentage of 
this class of cases may have to be cinchonized, 
but not until after thorough purgation. The 
hemolytic paroxysm removes the element of 
urgency as to quinine. Those who die of 
“malaria” die in the first 24 hours, and are 
helpless under any system of treatment. The 
cases of this first class have the highest fever 
and the hemolytic reaction generally fails to 
completely kill off the plasmodia. 

The cases of the second class come late, 
sometimes months after the wards have be- 
come emptied of the regular fever rush, are 
often spontaneous (“taking cold”), and are 
always to be treated without quinine until con- 
valescence is well established. They have a 
lower temperature range unless renal symp- 
toms are responsible for the fever. 

The third class undoubtedly encompasses 
more complex factors. Although it plays a 
part in most cases because the “malaria in 
the system” has been the occasion for tink- 
ering with quinine, it often persists as what 
appears to be a true post-malarial phenome- 
non... Generally the severity of the paroxysm 
is in definite proportion to the size of the 
dose. (Tomaselli’s disease). It seems para- 
doxical that a drug can protect the corpuscles 
against invasion by live plasmodia, but not 
against the labile hemolysin, but we must re- 
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member that it is disturbing an immunizing 
process, introducing factors not readily solv- 
able. We are less concerned with this phase 
of the subject than we are with the fact that 
the phenomena occur and have to be dealt 
with. The treatment is gradual immunization 
with small doses. 

Skipping symptomatology, morbid anatomy 
and diagnosis for lack of space, we come to 
treatment. It can be seen by Plehn’s statistics 
that in the hands of an experienced man the 
difference between the pro or con attiude as 
to quinine is small. If we had a simple and 
reliable test for the hemolytic reaction in a 
given case, quinine might turn the scale in a 
few cases. There is also some empyrical evi- 
dence in favor of the intramuscular method as 
against the internal administration. Consid- 
ering that in this way it is more gradually ab- 
sorbed and reaches the splanchnic circulation 
far more indirectly, there may be something in 
it. So long, however, as we have nothing but 
percentage data, we must still to some extent 
adhere to some rule-of-thumb. I believe the 
best rule is Plehn’s: If before the hemoglo- 
binuria there is a reaction to quinine by in- 
creased fever with progressive diminution of 
hemoglobin, its use should be suspended until 
other measures have been instituted. After 
hemoglobinuria has developed, quinine is sus- 
pended and tentatively resumed on the third 
day if a blood examination shows parasites to 
be then present. If, after the resumption of 
quinine, the urine becomes dark again, it must 
be stopped at once and later still more cau- 
tiously resumied. As soon as it induces no 
further reactions the blood is slowly but very 
completely saturated. This should be the rou- 
tine during convalescence in all cases. If a 
case of the third class proves to have devel- 
oped, arsenic is given and the quinine inject- 
ed in very small doses at long intervals, or 
the patient sent to another climate. Reinfec- 
tion must be carefully guarded against. 

The Chloroform Treatment—This was intro- 
duced by Quennec in 1899. He reports 56 


cases treated successfully by keeping the pa- 
tient in a state of mild drunkenness with ‘small 
doses of syrup of chloroform, frequently re- 
peated. He claims for it that it renders qui- 
nine administration harmless, diminishes al- 
buminuria, ‘stops vomiting, produces diapho- 
resis and diuresis, establishes vaso-motor bal- 
ance, and tranquilizes the patient. I have had 
nauseated patients object bitterly to its use; 
theoretically, it would seem to be contraindi- 
cated in the presence of much visceral degen- 
eration. 
The plan of management should be about as 
follows: During the chill (or rather rigor) 
administer chloroform emulsion; apply hot 
sinapisms to extremities, an icebag to the 
head and give pilocarpin, which is also seda- 
tive and usually finds its only chance at this 
stage. Several large doses of calomel without 
soda are given an hour apart, followed by so- 
dium thiosulfate in hot water, until the black, 
tarry stools become fluid and yellow. If there 
is much vomiting, give hot drinks, which also 
tend to wash the stomach. If this fails, caf- 
fein, iodin, carbolic acid, cocaine or iced car- 
bonated drinks should be tried. Avoid mor- 
phine, especially if there is much albuminu- 
ria or oliguria. If the purgatives are retained, 
the stomach is soon quieted. If the thiosulfate 
cannot be given, calomel, which is never com- 
pletely vomited out, must be continued, but 
it is not necessary to resort to medieval bar- 
barism in this respect. After this elimination 
of water through the stomach, bowels and skin, 
an effort must be made to replenish the body 
fluids through the same channels in the or- 
der named. A continuous hot saline colon ir- 
rigation (I use a catheter and a glass throttle 
to insure a slow current), with the patient on 
a pad and the bag scarcely above the level of 
the head, is the second routine step—at the 
end of the purgation, of course. Diuretics, 
turpentine, digitalis, morphine, ergot, quinine, 
and antipyretics are not to be used. Indeed, 
the medicinal treatment at this time is almost 
entirely symptomatic and expectant, and con- 
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fined to the rectal or sub-cutaneous route. One 
cannot play heroics with degenerated organs, 
nor give cardiac stimulants to or greatly dis- 
turb the patient whose organs are full of 
thrombi; all active treatment is confined to 
the initial stage. These are routine directions, 
of course, and not iron-clad. The body sur- 
face must be covered and protected from air 
currents, even in hot weather, to prevent renal 
chills. 

Uremia is a late symptom, and often want- 
ing, even after days of anuria, because the 
kidney degeneration is acute and urotoxic 
elements have little chance to accumulate un- 
der active purgation. The anuria_ usually 
comes on suddenly, with hiccough. Nitrites, 
hot packs and hot colon flushes are used. Such 
barbarous measures as blisters, wet cups, 
leeches and moxa are still recommended! 
They are worse than useless. As the blood 
pressure rises and twitchings appear, apo- 
morphine in minute, oft-repeated doses has 
served me well. 


During convalescence arsenic and systemic 
tonics are needed, and, I repeat, the patient 
must be protected from reinfection, and, if at 
all possible, gradually but thoroughly saturat- 
ed with quinine. If this cannot be done, he 
must be sent to non-malarious territory. 


To those who insist on treating malarial 
hemoglobinuria with quinine, I have to give 
this parting warning: Give it intramuscularly 
and stop it if the fever rises or chills recur 
during its use. There is no malaria parasite 
which causes chills at intervals of a few hours 
or without some regularity, and there are no 
chills during remittent malaria—these are not 
malarial paroxysms, they are caused by the 
discharge of immature parasites into the plas- 
mal. Quinine positively aggravates such a 
condition. Experienced “swamp doctors” give 
quinine during the height of a malarial fever 
only under conditions of extreme necessity, 
and never without misgivings. 
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THE PRESENT STATUS OF THE TREATMENT OF EXOPTHALMIC GOITER. 


BY JOHN R. WATHEN, A.B., M.D., 


Professor of the Principles and Practice of Surgery and Clinical Surgery, University of 
Louisville, Louisville, Kentucky. 


It is a fact that Graves, as early as 1835, 
and Basedow, a little later, called attention to 
the disease generally known as_ exopthalmic 
goiter, but it is nevertheless true that but little 
of real value had been evolved until compara- 
tively recent times. A more careful study of 
the thyroid gland by modern methods of re- 
search has brought out many facts which have 
a direct bearing of the proper treatment of 
this complex disease. 


At present there exists much diversity of 


opinion as to the etiology and the physiology 
of this condition, and the only points we seem 
to have come to at least a partial, if not uni- 
versal agreement upon, are the symptoms, the 
pathology, the diagnosis and the treatment; 
and fortunately these latter are the most im- 
portant from the standpoint of the patient, the 
physician and the surgeon. 

Exopthalmic goiter is a condition now rec- 
ognized as a result of hyperthyroidism— 
increased pathological activity of the gland. 
Those symptoms which point to the early di- 
agnosis are usually tachycardia, muscular tre- 
mors, a gastro-intestinal disturbance and gen- 
eral nervousness. Often excessive perspira- 
tion and occasionally a rise of temperature have 
been noted. The exopthalmos and the en- 
largement of the thyroid gland are later mani- 
festations of the disease. 

Theodore Kocher claims never to have seen 
a true case of Graves’ disease without an en- 
largement of the thyroid. Beebe, who has 
been working upon a serum for the treatment 
of exopthalmic goiter, says that there are two 


possibilities which explain the origin of the 
hyperactivity of the gland; the first as a result 
of nervous shock; and the second as a com- 
pensatory hypertrophy during a toxemia. 

We all know from recent investigations that 
there is certainly a remarkable control exer- 
cised by the nervous system on glandular ac- 
tivity. 

Beebe has further observed: “As to the 
second hypothesis, there are some histologic 
studies which indicate that during the infec- 
tions and also during chronic toxemias the 
thyroid undergoes cellular hypertrophy, i. e., 
the additional demand for the detoxicating ac- 
tion of the gland results in its growth.” 

MacCallam, of Johns Hopkins, who has 
cone much excellent work upon the pathology 
of exophthalmic goiter, says that: “Even yet 
there is not a perfect unanimity of opinion 
as to the anatomic changes which underlie 
these symptoms. Nearly all writers, except 
certain clinicians, who have not made anatomic 
investigations, agree that there are always 
changes in the thyroid, although there has 
been much debate as to whether these changes 
are constant in character or not.” He further 
has said: 

“At operation, the superficial veins are 
found to be very large and easily torn, and are 
distended with blood, so that the gland has a 
very congested appearance. This is not strik- 
ing in the excised portion, since the vessels col- 
lapse, and on section the interior of the gland 
tissue is rather pale. Usually the tissue is 
hard, and rather rigid than elastic. Its nor- 
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mal amber red translucence gives way to a 
grayish opacity, and the fresh-cut surface in- 
stead of being glairy or gelatinous in appear- 
ance, tends to be rather dry and granular.” 

The histological study of this gland when 
Graves’ disease is present, has been most care- 
fully made by Albert Kocher after an expe- 
rience of over 300 cases, the largest number 
reported by any surgeon. He says: 

“These changes are: Irregularity in the ar- 
rangement of the aveoli (acini); localized 
changes in the epithelium; the formation of 
papillee; increase in size, particularly in the 
height of the epithelial cells, which are paler 
in the central portion and darker in the periph- 
real part, where the large vascular nucleus 
is situated. The colloid material in the areas, 
when the epithelial cells are high, is retracted 
and granular; where there is circular hyper- 
trophy of the cells, the colloid material is flaky 
and is often found only at the center. In the 
smaller aveoli the cells are also high and do 
not contain viscid, tangible colloid material. 
Interstitial and intra-aveolar lymphocyte infil- 
tration, with desquamation resembling germ 
centers are quite extensive, or only sparingly 
present.” 

Concerning the examination of the blood in 
exophthalmic cases, the Kochers have ob- 
served that there has been a marked increase 
of lymphocytes and a diminution of polymor- 
pho-nuclears. The leucocyte count itself was 
normal, the increase of lymphocytes being in 
proportion to the degree of the disease. Noth- 
ing was as yet known as the cause of the lym- 
phocytosis. It was different from that which 
accompanied pus formation. It explained the 
danger of the very slightest infection in these 
cases. 

3ased upon our modern conception of the 
physiology and pathology of this disease, what 
then should be our treatment ? 

While in the treatment of exopthalmic goi- 
ter, the general, medicinal, dietetic, serum 
therapy and radiotherapy measures have yield- 
ed in some few selecte ! cases brilliant, but usu- 
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ally temporary results, on the whole they have 
been very disappointing, and the real and per- 
manent cures have only resulted from surgical 
methods. Of course, this does not apply to 
those physiological types of thyroid enlarge- 
ment so often found in young women around 
puberty, but to the real new growths like tu- 
mors, which show upon microscopic section a 
very different histo-pathology from the nor- 
mal gland slightly hypertrophied. These types 
usually yield to iodine and electricity, or even 
disappear spontaneously without any treat- 
ment after a reasonable time. 

Even those cases of true Graves’ disease 
where the exophthalmos is little and the pulse 
under 100, operation should not be recom- 
mended, but a careful diet and hygiene, with 
the hopes of seeing an improvement. There 
are no drugs which have any direct effect up- 
on the gland in Graves’ disease, but the symp- 
toms can be treated with some benefit. 

It is to be hoped that Beebe’s serum will 
some day be perfected and produce more posi- 
tive results, but at present it is difficult to pre- 
pare, and by no means uniform. 

Halstead has well said that we may hope for 
future serum therapy, but until it is firmly es- 
tablished, we are compelled to use the only 
sure means of cure by surgery. 

Albert Kocher has written: “To say that 
surgical treatment is still the best, is not 
enough; it has proved itself superior to any 
other form of treatment. It attacks the organ 
which is instrumental in producing the toxi- 
cosis, namely, the thyroid gland.” 

The Kochers have operated over 300 times 
for exophthalmia, with a total mortality of 3.5 
per cent., and in the last 91 operations they 
had not a single death. The Mayos have re- 
ported 110 operations for Graves’ disease with 
g deaths, and in the last 64 of this number, 
only 2 deaths. Halstead, Crile and others 
have had equally good results. 

With a perfected technique, due largely to 
the improvements in surgical progress and a 
more careful study of this gland, we should 
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EXOPHTHALMIC GOITERS. (Actua Size.) 


SPECIMEN I.—Weight 134 oz., removed from boy, age 14. Right Lobe. Specimen II,—Weight 4*4 0z., removed from girl, age 
19. Right Lobe. SPpEcIMEN III.—Weight 2 0z., removed from girl, age 18. Right Lobe. 


(In Specimen III arrow points to a parathyroid gland embedded in the substance of the thyroid.) 
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now be able to operate with this greatly re- 
duced mortality. 
It is not the purpose of this paper to de- 
scribe in detail the operation employed in re- 
moval of goiters, but only to call attention to 
some points in the modern technique, which 
have attracted much attention of late, and lead 
us to more careful consideration of our meth- 
ods of attacking the thyroid gland. It is a 
well-established fact that young adults whose 
entire thyroid has been removed, retrograde in 
intelligence, and older individuals may devei- 
op a myxedema. It has further been noted 
that the complete removal, injury or cutting 
off of the blood supply to the parathyroids, 
when operating upon a goiter, frequently re- 
sults in tetany, a condition characterized by 
painful tonic and symmetric spasm of the mus- 
cles of the extremities. 
The parathyroids are four small glands re- 
sembling the suprarenals, and are situated on 
either side, posterior and attached to the cap- 
sule which covers the goiter. 
. The two lower glands are in close rela- 

tion to the inferior thyroid artery, and the 
upper close to the superior; therefore care 
should be exercised in ligating these vessels so 
as not to injure the parathyroids, or to entirely 
cut off their blood supply. Halstead, Berkley, 
Pool and others have demonstrated lately from 
very elaborate dissections that the main blood 
supply to the parathyroids is from a separate 
branch or branches from the inferior thyroid 
artery. 


Albert Kocher has said: “The operation of 


Billroth differed from that of Kocher, in that 


Billroth removed the capsule with the thyroid, 
whereas Kocher peeled out the thyroid gland 
from the capsule and left the capsule. This 
resulted in a diminution of hemorrhage and in 
preventing injury to the parathyroid glands. 

In Vienna, 16 per cent. of the cases operated 
upon had tetany, while in Berne, only 4 in 
1,000. The exophthalmic type of goiter has 
a very vascular capsule and great care is need- 
ed to completely control the hemorrhage. 

Following operations of exophthalmic goi- 
ters the drainage should be free as with a sep- 
tic wound. 

In the hands of experienced operators, who 
have carefully observed the many new facts 
which have been brought to the notice of the 
surgical world, the mortality of exophthalmic 
goiter in properly selected and prepared cases 
should compare favorably with other opera- 


tions. 
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In studying sarcomata there are so many 
difficulties confronting us that a certain amount 
of despair must come to any one desiring to 
give the results of accurate scientific work. 
The cause of malignant tumors is as un- 
known today as it ever was; the diagnosis is 
often impossible clinically, and at least at times 
questionable microscopically, unless in the 
hands of the most expert; while the results of 
treatment is most appalling to him who has 
had most experience in a practical way and 
had so many disheartening reports of recur- 
rence after every known effort had been con- 
scientiously made at eradication. So true is 
this that certainly of a given number of sar- 
comata one must recognize that, so far as 
present knowledge goes, an irrevocable death 
sentence has been passed on the majority. Our, 
knowledge of malignant tumors is so meager 
that even the classification is hazy, overwhelni- 
ing and delusive as the vast literature on the 
subject is. Some one has said that it is no 
wonder we fail to see clearly, since we have 
raised so much dust in our effort to find cause 
and treatment. 

The phase of the discussion of sarcoma un- 
dertaken in this article is the easiest and yet, 
if we admit our ignorance of the cause and 
accept our present therapy, it is certainly the 
most important. The solution of causes must 
come from the laboratory ; meantime the clini- 
cian and the surgeon must continue to give the 
greatest relief to the unfortunate hosts of this 
dire affliction along the lines experience has 
marked out. 

It is the purpose of this paper first to call at- 
tention to the diagnosis of sarcoma by the 
usual signs and symptoms, and to emphasize 
the necessity of knowing these symptoms and 
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signs so well that a conclusion is to be reached 
at the earliest possible moment. Here, con- 
trary to the action of legal courts where there 
is presumption that the defendant is innocent 
until proved otherwise, the clinician, in case of 
the least question, even in case there is a tu- 
mor present, shouid presume that the tumor 
is not innocent until proved most positively to 
be, and the most active search for that evidence 
should be made instantly. Second, to differ- 
cntiate sarcomata as well as may be done, from 
simulating benign tumors. Third, to impress 
that the benign tumor today may at any time 
in the future assume malignant characteristics 
and to accept the teaching of the microscope 
that there are many tumors,which though from 
present clinical showings, they seem benign, 
are in reality malignant. Fourth, to show the 
sites and ages at which sarcomata develop with 
greatest frequency. Fifth, to show the type of 
sarcoma that is most likely to affect certain or- 
gans, for the value it may have upon prog- 
nosis and treatment. 

Signs and Symptoms Generally Applicable 
in the Diagnosis of Sarcoma.—Encapsulation 
and consequent mobility. That a sarcoma may 
be encapsulated so completely as to be easily 
movable is a matter of general teaching, and 
yet the very fact that such tumor is movable 
in the structure from which it originates or 
the tissues surrounding it can be easily glided 
over it, should never be accepted a§ a patho- 
gnomonic evidence of benignity. Certainly mo- 
bility is a differential sign between benign and 
malignant tumors, and it is so frequently re- 
liable that the very possibility of an exception 
becomes a danger, capable of causing delzy 
of operation beyond the hope of cure. The 
fact that a benign tumor may undergo 
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malignant change, or, as some prefer to put 
it, that a malignant tumor may for a large 
numbers of yezrs appear benign and suddenly 
break out into stormy violence is enough to 
cause the diagnostician to hesitate long to as- 
sure his patient that because of its mobility the 
tumor is and will remain, even probably be- 
nign. The pseudo-capsule of incipient sar- 
coma forms, it is claimed, precisely as in be- 


are still movable is the ideal time for operation, 
and if a movable tumor cannot be positively 
classed as benign, I might add, even classified 
as some one type of benign tumor, then it 
must be recognized as suspicious, and the mi- 
croscope invariably called to our aid. 
Infiltration —Whether a pseudo-capsule was 
present or riot, sarcoma will attach itself to 
other structures, and lose, if it had, its mo- 


nign tumors, and although certain of the in- 
sane or malignant cells are demonstrable in sec- 
tions mdde from the capsule and in the sur- 
rounding tissues, this transgression of the 
boundary that marks the limit of benign tu- 
mors is as yet inconsequent; the attachment 
between the intracapsular cells and the infil- 
trating extracaopsular cells is not established, 
hence no macroscopical clue can be had that 
such is the case. The time when sarcomata 


Ficurr 1.—Sarcoma of left superior maxilla in woman 68 years old, removed three months ago. This was 
one of the cases suffering pain. 


bility. That is to say, that it first becomes 
immobile in the organ in which it originates, 
in such a way that both the organ and the 
tumor may be moved relative to subjacent and 
superjacent structures, but not relative to each 
other, yet there is no definite time for such 
occurrence. I desire to emphasize this simple 
statement as to what constitutes mobility and 
to apoligize for thinking it necessary. Later 
both the organ and the tumor are immovable, 
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the latter attaching the former to adjacent tis- 
sues by literally growing into them, obliterat- 
ing the connective tissue planes or spanning 
some serous cavity and attaching parietal to 
visceral coats. 

Infiltration is along the lines of least re- 
sistance in the first place and in the second is 
very unlikely to cross certain anatomical lines. 
As an example of this may be cited the infre- 


by resistant walls and on reaching the surface 
of developing into distinct nodules. So an in- 
traocular sarcoma may show nodules on the 
outer surface of the sclerotic at the points of 
exit of the vene vorticose, and likewise sar- 
coma of the periosteum attacks the marrow 
by traveling along the veins communicating 
between the two through the Haversian canals, 
or sarcoma of the medulla may likewise at- 


Fic. 2.—Inoperable Sarcoma Neck, resulting irom a mole incompletely removed by ligature. This tumor illustrates the effect 


of incision of malignant growth in the hope of liberating pus. 


quency with which a sarcoma of the diaphysis 
crosses into or through the epiphyseal line. On 
the other hand early and extensive invasion of 
the lumina of veins occurs; and the finger or 
root-like process extends unhampered along 
the venous channels ready to be broken off by 
a slight accident, or without it, and be deposit- 
ed at a remote point and establish a meta- 
stasis. These extensions are capable also of 
growing along the lumen of veins surrounded 


Patient aged 35. 


tack the periosteum. Such minute fibrils of 
direct extension are hopeless to naked eye ob- 
servations, and emphasize beyond the remotest 
question the fact that in periosteal  sar- 
coma the bone should be removed with the tu- 
mor, and vice versa, that no subperiosteal ex- 
cision of sarcoma of bone should ever be at- 
tempted. 

I have stated above that sarcoma tends to 
follow lines of least resistance. This needs to 
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be modified somewhat inasmuch as it respects 
very uniformly certain structures whose ca- 
pacity to resist such invasion would seem to 
be small; for instance, a sarcoma will grow 
around a joint and destroy the bone, but not 
invade the thin, and one would think, helpless 
Admitting such exceptions, how- 
ever, the rule is so widely applicable as to be 
worth our study. Mediastinal lympho-sar- 
comata (not so named because of any connec- 
tion with the lymphatic system, but from a 
structural resemblance) will gradually sur- 
round nerves, bronchi, vessels, pericardium, 
enter the lung at the root, follow along the 
structures entering here, compressing and col- 
lapsing them until their function is destroyed. 
It may grow upward along fascial planes, un- 
derneath the cervical muscles and expand on 
reaching the triangles of the neck, not as met- 
astases, but as one tumor mass. Likewise, in 
sarcomata occurring about the spinal column 
paraplegia may result from a direct growth of 
the tumor through the intervertrebral fora- 
mina and intra-spinal enlargement which pro- 
duces pressure on the cord. 

Again, in the face, especially the upper jaw, 
where sarcoma so frequently originates, it will 
search out the foramina, enter the skull, there 
expand and give pressure symptoms, leaving 
such small evidence of continuity as to es- 
cape our notice. There is no nook or cranny 
through which these tumors, hideous alike to 
the surgeon and the patient, wi!l not enter so 
easily, so quickly, and with so little trace that 
the surgeon must not only overlook such ex- 
tension, but may be compelled, even if sus- 
pecting it, to refrain from an attempt at re- 
moval. Early recognition, or early action in 
case of the least suspicion, is all our present 
knowledge offers in the way of reducing the 
horrors of a disease behaving so insiduously. 

Around nerves sarcoma may so develop as 
to inhibit or destroy their function. While 
they will completely surround lymphnodes with 
no effort to invade them. In melanotic sar- 
coma, however, the nodes appear filled with 
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melanin, even though they show no sarcoma 
cells. 

When once a sarcoma gains entrance to a 
muscle sheaths or originates within it the infil- 
tration of tumor cells invades the intrafascicu- 
lar spaces, isolating muscle fibres from each 
other so that on physical examination there is 
apparent a distinct invasion or destruction of 
the muscle, and on section the appearance is 
that of complete obliteration of all muscle tis- 
sue within the bounds of the tumor, yet un- 
der the microscope the muscle fibres are seen 
to remain. 

In general, sarcoma displaces adjacent tis- 
sues more than carcinoma does, yet ultimately 
it will invade every structure that would tend 
to retard its progress. 

Shape, Size and Consistency.—Sarcomata, 
as a rule, are globular, or fusiform in%shape, 
but as may be inferred from the above, the 
contour is modified by surrounding resistent 
structures into any conceivable shape. It may 
be given as a fairly definite rule that sarcomata 
growing from soft tissues when covered by 
non-resisting structures, are more or less glob- 
ular, as in sub-cutaneous tumors; those origi- 
nating in muscles, bone and periosteum are 
fusiform unless the shape of the bone or mus- 
cle is irregular or broad and flat respectively, 
after their growth has been sufficient to bring 
them under the influence of surrounding bar- 
riers. Sarcomata are frequently nodulated 
much after the fashion of certain uterine fibro- 
mata. This may be true of the original tu- 
mor, giving the appearance of tumors grow- 
ing on a tumor, or of several tumors being 
welded into one; or again a somewhat similar 
appearance may be produced by the fusion of 
closely situated secondary tumors with the pri- 
mary (Cf. Fig. 5). 

The size of sarcomata is exceeciagly varia- 
ble, even considered at approximately the same 
number of months’ development. The rule is 
that they are larger tumors than cancers; any 
very large malignant tumor, caeteris paribus, 
is more probable the former than the latter. 
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The larger the tumor at a given time, and the 
more rapid its growth the more probably is 
it a small round-celled tumor. The spindle- 
celled tumors are usually slower and ultimately 
reach a smaller size than the round-celled 
group. Yet I have recently removed a sar- 
camatous uterus weighing 13 pounds, the bulk 
of whose weight was acquired within the six 
months prior to operation (See Figs. 3 and 4). 
Secondary tumors do not, as a rule, reach the 
size of the primary tumor; yet it is true that 


conjunction with the remaining signs and 
symptoms or when used as a diagnostic dif- 
ference between this and another tumor, it 
may be of incalculable value. The more rapid 
the growth of a sarcoma the softer its con- 
sistency ; so much so that it is frequently fluc- 
tuant or semi-fluctuant, and may lead the un- 
wary into the blunder of incising the tumor in 
the hope of finding and liberating pus. I have 
seen no less than three such cases this year, 
an the uniform result of this procedure can 


Fic. 3.—Anterior view. Spindle-celled Sarcoma of Uterus; woman, aged 49. This tumor had been recognized ten years ago 
as a small fibroid and the patient advised that it would disappear at the climacteric. This tumor grew 
from the size of an orange to 13 pounds in six months. 


the primary growth may remain so obscure 
that the presence of a malignant tumor may be 
suspected only when secondary growths be- 
come manifest. When metastases are nu- 
merous there are large numbers of very small 
ones, and at times there seems to be a miliary 
condition, where the little, secondary growths 
have invaded the whole structure of one or 
more organs. 

There is nothing distinctive in the consisten- 
cy of a sarcoma. When taken, however, in 


be seen well illustrated in Fig. 2. A digres- 
sion here may be pardonable: Fluctuation 
does not mean pus; it means the presence of 
fluid, or such succulent solids as to behave like 
fluids. Then all the way from this soft, fluc- 
tuant tumor to those of absolutely bony 
hardness are to be seen. The ordinary spindle- 
celled sarcoma may be as firm as fibroids, 
while chondro-sarcoma and osteo-sarcoma, 
which contain not only malignant cells, but ac- 
tual deposits of bone or cartilage, resemble 
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those tissues in their resistance. There is this 
feature of importance in sarcomata, viz., that 
they, when large, are rarely of uniform hard- 
ness. There are to be found soft areas of va- 
rious sizes, and these when large enough may 
show distinct fluctuation. These areas are due 
to degenerative changes or to the escape of 
blood into the tumor substance. Again, in those 
benign tumors which have undergone malig- 
nant change, the consistency of the tumor may 
conform largely to that of the original growth, 
or rapid enlargement and softening may occur 
throughout. Still the presence of parts of the 
original tumor unchanged in consistency is no 
proof that it, too, is not malignant. Angeio- 
sarcoma may be so soft that only the time of 
appearance, the rapid growth and the consti- 
tutional symptoms enable one to distinguish it 
from angeioma. 

Pulsation and even bruit are at times ob- 
served in sarcoma. This is especially the case 
in myelogenous sarcoma. In this type there 
is a very large blood suprly and the distinction 
from aneurysm must be made most positively. 

Surface Appearance.—In only those tumors 
situated close to or growing toward the skin 
do we find changes worth noting, if we ex- 
cept those visceral tumors, such as sarcoma of 
the liver, in which an obstruction of a deep 
vein forces a compensatory enlargement of su- 
perficial veins. The skin over superficial sar- 
comata becomes at sometime red. It does not 
show the other local signs of inflammation ; 
this increase of color is simply due to the great 
vascularity of the tumor. The veins in the 
skin overlying large sarcomata are practically 
always enlarged, and the surface may be either 
smooth or bossellated. 

Incidence.—The time of incidence of sar- 
coma is from the earliest months of life to the 
ripest old age. I think the profession too prone 
to believe that the vast majority of tumors oc- 
cur in people under 30, and that this is a mis- 
take. When the number of people at the age 
of 70 is compared with the number at the age 
of 30, it will probably be found that the per- 
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centage of sarcomata in the old approximates 
the percentage of youth much more closely 
than we have been led to believe. Instead of 
saying that cancer affects the old and sarcoma 
the young, beautiful and convenient as this dif- 
ferentiation may seem, it would be far nearer 
the truth for us to say that sarcoma may come 
at any age. The average age of twelve sar- 
comatous patients whom | have seen during 
the last 12 months was 53 years. The young- 
est was four years old; the oldest was 73 years. 
The average is doubtless far higher than a 
large number of cases would yield, but I am 
giving it to impress the fact that sarcomata do 
occur often in people beyond middle life. 

Rate of Growth—The development of 
sarcomata is more rapid that that of car- 
cinomata, and the average sarcoma is larg- 
er than a carcinoma of a corresponding age. 
When found in the young they grow more 
rapidly than in adults. In adults even 
these tumors may grow surprisingly fast, 
so rapidly indeed as to be mistaken for a 
phlegmonous lesion. Billroth report- 
ed a sarcoma of the abdominal wall, in 
which the diagnosis of abscess was at first 
made. These very acute cases are found much 
more frequently in the young, and are so de- 
vastating in their sweeping growth that the 
total duration is only a few months. On the 
other hand, the duration may be very long. 
Quoting Billroth again, he reports a case of 
sarcoma of the occipital, region which, during 
twenty years, was operated on fifty times. 
Others as Pick, Tillaux, and Quenu mention 
cases which have endured for eighteen or 
twenty years. A case I operated on five years 
ago had had a tumor on the soft palate four- 
teen years, which when excised showed unmis- 
takeable evidence of sarcomatous elements un- 
der the microscope. It may be properly 
claimed that these tumors were benign and 
have undergone malignant change. This 1s 
doubtless true of many of them, yet the lesson 
to the wise is the same. The average life of 
sarcomatous patients is from eighteen to thir- 
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ty months. From the internal structure of sar- 
comata it is easy to understand that hemor- 
rhage may occur into the substance of the tu- 
mor causing a sudden very large increase in 
the size of it. These hemorrhagic spots may 
later be replaced by cystic cavities. 
Trauma.—Trauma plays a very important 
part in the history of sarcoma. So valuable a 
part does it play that any tumor coming up 
within a few weeks or months succeeding a se- 
vere injury, whether it be a fracture or a con- 


this was later confirmed by the microscope, 
the report being that the growth was bony, 
apparently myositis ossificans. There were no 
sarcoma cells. This case illustrates how the 
last resort should be used and if the finding 
is against sarcoma no harm results. I would 
give this note of warning: Absence of his- 
tory of injury is of no evidence against a diag- 
nosis of sarcoma. 

Situation.—The histological distribution of 
sarcomata is to be remembered. I shall not at 


Fic. 4.—Posterior view of Sarcomatous Uterus, same as Fig. 3. 


tusion, should arouse the most active suspicion 
on the part of the surgeon; and if a positive 
diagnosis of a benign lesion cannot be made, 
resort should at once be had to the microscope. 
Not that every swelling, even if hard and per- 
manent, following an injury, is sarcoma. 

A case in point occurred in this city, where 
a young man received an injury to his thigh 
and developed a hard mass closely adherent 
to the bone. A skiagraph was made, which in- 
dicated that the tumor was not sarcoma, and 


this juncture discuss the sites of predilection, 
but simply refer to the fact that, as sarcoma is 
of mesoblastic origin, it will be found situated 
usually at some depth beneath the integument, 
and that if it arises from the integument, as 
it does in a small percentage of cases, it will 
come from its connective tissue. Usually here 
it is preceded by one of three contributory ele- 
ments, papilloma, cicatrix, or mole. 
Pain.—Pain is too frequently esteemed an 
essential symptom of sarcoma. That this group 
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of tumors may be excruciatingly painful is a 
common observation ; that absence of pain has 
any diagnostic value is a snare and a delusion. 
Surely pain will come as a routine symptom at 
some time in the evolution of a sarcoma; but 
we should cease to look for pain before pro- 
nouncing that the tumor is dangerous, and 
should never hesitate to operate because pain 


is wanting. Physicians can very wisely edu- 


coma of the thigh, illustrated (Fig. 5) pain 
was not present until the secondary nodules 
appeared near the origin of the muscle, when 
it became fairly painful, about three weeks be- 
fore operation. And it was this far more than 
the fact that a spreading tumor was in his 
body that drove this man to the operating ta- 
ble. The sarcoma on the neck (Fig. 2) ul- 
cerated, discharging foul fluids was productive 


Fic. 5.—Recurrent Sarcoma of thigh in man, aged 56. The large mass was fluctuant and contained a brownish, serous fluid. 
Note the scar left by a former operation. Just to the right of cross between scrotum and thigh, 
there are two small painful nodules, 


cate the people in this direction by assuring 
and reassuring them that painfulness is not a 
basis for action in malignant tumors, and that 
the nature of sarcoma is such that, it may be, 
when pain forces them to clamor for operation 
the sole opportunity to offer a chance of cure 
is lost. The large sarcomatous uterus (Figs. 
3 & 4) produced no pain at all, except inconve- 
nience from its weight. In the case of sar- 


of practically no pain. The truth is that out of 
the group of cases seen in the past year and 
used as a foundation for this paper, pain was 
complained of by only three, and two of these 
were situated in the superior maxilla. 
Cachevia.—Cachexia is another deceptive 
symptom of sarcoma. It does come invariably 
almost ; but it comes late. It is out of propor- 
tion to the size and rate of growth of the tu- 
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mor. Sarcoma patients are, sadly enough, usu- 
ally in robust health for a considerable time 
after the onset of the tumor. When hemor- 
rhage, rupture of a cystic cavity, or incision 
of the tumor under the misconception that it is 
an abscess has occurred, and there results a 
raw, bleeding surface or there is a continuous 
drainage of serum plus more or less patho- 
genic or saphrogenic infection, cachexia is 
much more rapid in its development. 


Blood.—Examination of the blood gives no 
valuable findings. There may be present a leu- 
cocyte count reaching sometimes as high as 
20,000, with a slightly higher than normal per- 
centage of easinophilis and lymphocytes. 


Fever—The temperature may rise and run 
an irregular course. This seen so frequently in 
sarcoma of the viscera as to be considered of 
diagnostic value. It occurs also in acute, rap- 
idly-growing sarcomata and in sarcoma of the 
bones at times. It usually ranges from 100 
to 101 degrees, sometimes reaches 103 degrees, 
and rarely, as in Vanvert’s case of sarcoma of 
the femur, reaches 104 degrees. 


Retrograde Changes. — The degenerative 
changes seen in sarcomata are often such 
as to deceive one as to the true. condition 
of things. The most delusive are those 
that change extensively the consistency of 
‘he tumor. The two most important of 
these may be mentioned as cystic and hemor- 
rhagic. The tumor shown in Fig. 6 shows 
a large mass below that had been almost com- 
pletely occupied by a cyst cavity and a serous- 
looking fluid, while the upper two small no- 
dules were undergoing degeneration in their 
center and contain each a small amount of 
colloid. It may be proper to state here that 
in the primary tumor, removed by another 
physician some months before there was a 
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cavity filled with a fluid resembling that in the 
large cavity of this tumor. 

Myxomatous degeneration may be found 
either occupying smail areas or they may unite 
until a large portion of the tumor volume is 
filled with this substance, while the blood-ves- 


Fic. 6.—Same as Fig. 5, showing the large cyst opened above 
and below and the two small nodules above, All these tumors 
are in the adductor longus muscle which was excised, and 
the fibres of which can be seen in the cut. 

sels and a slight connective tissue constitute 

a frame-work. 

Ossification and chondrification of sarcoma 
may be seen in those tumors arising from os- 
seous or osteogenetic tissue. 

Ulceration, fatty degeneration and caseation 
are seen. It is doubted if the latter occurs in 
the absence of tubercle bacilli. 
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Gluck, in 1881, showed the possibility of re- 
moving the urinary bladder from dogs. Var- 
ious surgeons have since performed the opera- 
tion on the human subject, mainly for malig- 
nant disease. The high mortality of the opera- 
tion and the poor permanent results and rapid- 
ity of recurrence have in many instances pre- 
vented the performance. 

The mortality, according to Wendell, Wat- 
son and others, is about sixty per cent. The 
operated cases recurred very quickly, mostly 
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instruments and the more general adoption of 
cystoscopic examination will enable an earlier 
diagnosis and earlier radical interference. 

The case I wish to report is one which 
eventually called for more than partial excision 
and could not get relief without total excision 
of the organ. 

Mrs. A. C., 48 years, widow and mother, 
March 29, 1908, discharged May 9, 1908. 

Family history: Father died at age of 75, 
mother at 72. Had only one sister who died 


during the first year. There are a number of 
cases which have been free from recurrence 
for a number of years, the cases of Hogge, 
Pawlick, and Czerny’s case of Sarcoma. There 
is no doubt that the surgical interference has 
relieved suffering and prolonged life. In all 
instances, the patient’s condition is made more 
endurable, even if permanent freedom from 
relapse is secured only in the minority of 
cases. Kummel considers excision indicated 
in all malignant tumors of the bladder and 
according to Mikulicz all patients operated on 
have been greatly benefited. 

Progress in the improvement of illuminating 


Photographic Specimen of Bladder. 


at age of 54 from heart trouble. No history 
of neoplasms in family. 

Patient was always in good health. Began 
to menstruate at 13, was always regular and 
suffered only occasional pains. 

Present illness began about fifteen years 
ago. She had pains and burning in bladder, 
especially during micturition, and at times 
difficulty in urinating. Notwithstanding treat- 
ment, symptoms continued. Patient consulted 
me October, 1906. Cystoscopic examination 
was made and the presence of a papillomatous 
tumor easily demonstrated. 
October, 1906, kolpocystotomy was done 
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and a papillomatous growth the size of an 
orange removed which, at the time, did not 
show any malignant characteristics. Wound 
was sutured and healed first union. After the 
operation patient was in good health till fall, 
1907, when symptoms returned, only more 
severe than before. Urine contained pus, 
blood, and casts. Marked loss of weight. 
Patient consulted me again November, 1907, 
and immediate operation was advised. No- 
vember 18, suprapubic opening was made and 
whole bladder lumen was found filled with 
papillomatous tumors of different size. By 
means of ligature, clamp and cautery, these 
tumors were removed. Patient again made 
good recovery, was able to leave the hospital 
at the end of six weeks, the suprapubic open- 
ing having almost closed. The small opening 
closed shortly afterwards. There was little 
relief from this operation. Six weeks after- 


wards all the distressing symptoms returned 


and patient entered hospital again to have 
cystectomy done, the only possibility of giving 
her relief. 

November 30, 1907, operation was per- 
formed. In Trendelenburg position a verti- 
cal incision three inches in length was made in 
linea alba, excising at the same time the cicat- 
rix of the suprapubic opening. The incision 
was carried down to the bladder wall. The 
bladder was opened and found filled with 
innumerable papillomatous growths of various 
size. The cavity was flushed with a warm so- 
lution of two per cent. borac. acid and packed 
with iodoform gauze. By blunt dissection the 
peritoneum was pushed back without being 
opened and covered by sterile gauze, the blad- 
der was freed as far down as the base. The 


‘life was never in danger. 
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urethra was next divided and under continued 
traction—the bladder being well drawn for- 
ward—the ureters were brought into view and 
easily divided. The right ureter was en- 
larged and dilated on account of an obstruc- 
tion, which a mass at the urethral opening had 
produced. Both ureters were temporarily se- 
cured by silk ligatures, to be easily recognized. 

It was rather difficult to loosen the bladder 
from the vagina in the region of the cicatrix 
following the kolpocystotomy. The vagina 
was opened in this region. Small slits were 
made in the vaginal wall and the ureters 
carried through and kept in position by 
chromic catgut suture. The cavity in the pel- 
vis was packed with iodoform gauze and a 
Pezzer Catheter inserted to the depth of the 
cavity and conducted through the vagina. The 
abdominal opening was closed with silkworm 
sutures, a small drain opening being left in the 
lower end of the incision. 

Loss of blood was moderate and, even if 
there was considerable shock, the patient’s 
The cavity filled in 
quickly and the catheter was removed after 
ten days. Patient made quick recovery and 
was able to be about in three weeks and left 
the hospital on May oth, the abdominal 
wound having closed and the urine discharg- 
ing by vagina. She had considerably in- 
creased in weight and in general appearance. 

To make patient more comfortable and free 
her from the continued dripping of urine, 
closure of vaginal opening was decided May 
25. The vaginal opening was freed by dissec - 
tion and closed by deep catgut and superficial 
silkworm sutures through the perineum. Pez- 
zer Catheter, being easily retained in urethra, 
drains the urine into a rubber urinal. 
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In order to treat intelligently a diseased or- 
gan, it is essential that we have a thorough 
knowledge of the physiology and anatomy, as 
well as the relation of the surrounding parts 
of the organ. Otherwise we cannot form a 
correct idea of the pathological condition we 
have to deal with. The antrum being nothing 
more than a subdivision of one of the nasal 
cavities, we shall first consider the general an- 
atomy and physiology of the nostril. 

In the simplest form of animal life, which 
we find existing in water, the olfactory organ 
consists of two small depressions on the sur- 
face of the snout. These depressions are cov- 
ered with epithelium, and are connected with 
the brain by olfactory nerves. As we ascend 
higher in the scale of fishes we find these de- 
pressions become larger, and are like pockets, 
but do not communicate with the mouth. No- 


tice Illustration No. 1. 


ILLUSTRATION NO. 


Still higher in the scale of animal life, such 
as the snake or turtle, which lives at times in 
water and in the air, the process of respira- 
tion becomes different. The structure of the 
olfactory organ becomes changed; the nasal 
cavities have a respiratory, as well as an olfac- 
tory portion. 
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Still higher in the scale, in those animals 
which have an acute sense of smell, such as the 
dog, the arrangement becomes more complex. 
The main cavity subdivides into many smaller 
cavities, and the turbinates are more numer- 
ous and subdivide into many branches. In 
these animals the accessory cavities communi- 
cate freely with the main cavity, the olfactory 
nerve endings are distributed throughout ‘the 
mucous membrane of all the accessory cavi- 
ties. In man, who is endowed with higher 
faculties, and not dependent upon his sense of 
smell for finding food, this system of laby- 
rinths has degenerated into much _ simpler 
structures. The olfactory nerves are no long- 
er distributed throughout the accessory sinuses. 
Notice Illustration No. 2, which is a rough dia- 
gram of the nasal cavities: 


ILLUSTRATION NO. 2. 


The entrance in each nostril is a small open- 
ing, but the main cavity is large; then, again, 
the exit is a small opening. It is thus seen 
that the nostril is really a reservoir with a 
small opening at each end, and might be com- 
pared to a lake where the air flows pure and 
free and yet retarded long enough to be 
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warmed and moistened during its journey 
through the nose. The air is still further re- 
tarded by the two turbinates, which afford 
more surface for the air to pass over; and 
then the accessory sinuses keep an amount of 
residual air to mix with the fresh air. 

On the outer wall of the main nasal cavity, 
situated beneath the middle turbinate, are sev- 
eral small openings, which are the openings of 
the accessory sinuses; respectively, frontal 
sinus, Ethmoid cells, and Antrum of High- 
more. These accessory cavities are clo. ely re- 
lated, and are branches of the same main cav- 
ity. They develop by a budding out from the 
main cavity along a crescentic groove known 
as the Hiatus Semilunaris. See Illustration 
No. 3. 


ILLUSTRATION NO. 3. 


F. S. is the Frontal Sinus; E. C. the Eth- 
moid Cells; and A. H. the Antrum of High- 
more. The dotted curved line marks the out- 
line of the middle turbinate, which has been 
removed. The upper end of the Hiatus 
Semilunaris spreads up and out over the orbit 
and forms the Frontal Sinus. The Ethmoid 
Cells develop along the upper edge of the 
groove. The Antrum of Highmore develops 
from the lower extremity of the groove and 
spreads out under the orbit. 

In the dog the frontal sinus and ethmoid 
cells empty directly into the Antrum of High- 
more by means of the crescentic groove; but 
fortunately for the dog the normal opening in 
the antrum extends down to the floor and 


empties into the nose in the inferior meatus; 
while in man the normal opening in the An- 
trum is situated high up above the floor and 
empties into the middle meatus above the in- 
ferior turbinate. You can readily see from 
the close relation along this groove how easy 
it is for one sinus to transmit infection to the 
other. They are often simultaneously in- 
volved. 

The Antrum of Highmore, as stated above, 
buds out from the lower extremity of the Hiat- 
us Semilunaris, and spreads from this point 
outward, forward and downward. There is 
little or no development upward, on account 
of the orbit. 


ILLUSTRATION NO. 4. 


Chart No. 4 shows the inner wall of the 
Antrum; N. O. represents the normal open- 
ing; the horizontal dotted line shows the line 
of attachment of the inferior turbinate on the 
nasal surface of this wall; the vertical dotted 
line shows the position of the Lacrimo Nasal 


Duct. C. O. shows place for counter-open- 
ing into inferior meatus. 

When there is any failure in development it 
is usually in the downward direction. This is 
why the floor of the Antrum is sometimes 
found to be very thick. Illustration No. 5 
shows the difference in thickness that the floor 
of the Antrum may develop. 

The Antra are pyramidal-shaped cavities 
with bases toward the nostrils. The principal 
surfaces of interest to the surgeon are the in- 
ner or nasal wall and the anterior wall. On 
the inner or nasal wall, which forms the par- 
tition between the Antrum and the main nasal 
cavity, are the following landmarks. (See 
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Illustration No. 4.) The normal opening is 
situated high up at the posterior angle, a bad 
location for drainage. Beneath the line of in- 
sertion of the inferior turbinate, and in front 
of the location of the lacrimo-nasal duct, the 
wall is very thin, and is the place to make a 
counter-opening from antrum into the nose, 
and is the best place for drainage. The points 
to be remembered about the anterior wall are 
that the antrum extends out as far as the malar 
ridge, and to be careful not to injure the infra- 
orbital nerve. 

As to pathology, the diseased condition is 
the same that we have in any bony cavity 


seen beneath the middle turbinate, pass a small 
piece of cotton saturated with 10% cocaine so- 
lution up beneath the anterior end of the mid- 
dle turbinate, and leave it there for a few min- 
utes. Remove the cotton and pass a flat spat- 
ula up beneath the turbinate and curette such 
granulations as may have formed there to 
block the exit of the discharge from the an- 
trum. 

I always use trans-illumination in suspected 
antrum disease, and have found it a great aid 
quite often. If in doubt, in fact in every case 
of suspected antrum trouble, I pass a trocar 
up beneath the anterior end of the inferior 


ILLUSTRATION NO. 5. 


lined with mucous membrane in which there 
is bad drainage. In the acute attacks there is 
hyperemia, and swelling of the mucous mem- 
brane and increased secretion. If the normal 
source of drainage is blocked by the swelling ; 
or the discharge is kept pouring into the an- 
trum from the cavities above (frontal sinus 
and the ethmoid cells); it accumulates, and 
the bacteria present increases the inflammatory 
process, the mucous membrane becomes thick- 
ened, and granulation and polyps may form. 
If the antrum becomes closed it may rupture 
either into the orbit, spheno-maxillary fossa, or 
into the nose. 

As to treatment, if seen in the acute stage, 
first try to establish free drainage. The nose 
should be sprayed with a 2% cocaine solution, 
and then a solution of adrenalin. If pus is 


turbinate, about half an inch back from the tip 
of the turbinate, and into the antrum through 
the thin part of the wall described above. If 
the trouble does not subside, and in all chronic 
cases, amputate the anterior end of the mid- 
dle turbinate, and curette the granulation and 
necrosed ethmoid cells. If this fails to relieve, 
then amputate the anterior end of the inferior 
turbinate, and make an opening into the an- 
trum through the thin portion of the internal 
wall of the antrum through the inferior meat- 
us. This is the point described above, and is 
the best location for drainage. The antrum 
can be irrigated through this opening. In 
acute cases this method has served me well: 
but in chronic cases the Caldwell Luc opera- 
tion has served best. 

In doing the Caldwell Luc operation, make 


| 
) fi 
/ 
/ / . 
/ | 1 
/ 
| 
led, 


SIBLEY: DISEASED MAXILLARY ANTRUM. 


the opening in the front wall large enough so 
that the antrum may be thoroughly curetted 
and inspected. Pass a strip of gauze saturated 
with peroxide of hydrogen into.the antrum, 
and then swab the cavity with dry sponges of 
gauze. Insert a small electric lamp into the 
cavity, and you can see the granulations left 
there. In curetting the cavity pay particular 
attention to the angles, especially the region of 
the normal opening. The counter-opening is 
enlarged and made smooth down to the floor of 
the nose. The antrum is dried and packed 
with a strip of gauze in such a way that the 
last end is passed out of the counter opening 
and out of the front of the nose. The strength 
of this strip of gauze should be tested, as it 
may break off while removing, and a piece be 
left in the antrum. 

Some operators close the opening in the 
mouth at the time of operation. I prefer not 
to do this, as I may wish to inspect the antrum 


after the gauze has been removed. The mouth 
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wound will close itself in time. The gauze 
should be removed through the nose in four 


-or five days. 


In conclusion, first resort to conservative 
treatment before recourse is had to radical 
methods; for many cases of acutely diseased 
antra may be relieved by shrinking the region 
of the normal opening beneath the middle tur- 
binate. 

When the front wall has been opened, a 
counter-opening should be made into the nose 
through the inferior meatus, and the antrum 
drained through the nose. 

In cleaning the antrum after it has been 
thoroughly curetted, sponge the cavity with 
peroxide of hydrogen, dry, and inspect the 
angles. Always test the strength of the strip 
of gauze before inserting into the antrum. 

Remember that the antrum may be a second- 
ary infection from one of the sinuses above, 
and proper drainage secured for their dis- 
charge. 
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When we consider the widespread metabolic 
changes that proceed so rapidly in the cells 
and tissues of the pregnant woman, the se- 
rious pathology that so often supervenes in the 
various organs concerned—especially in pro- 
viding for a safe output of waste matter—it 
is indeed remarkable that the vascular sys- 
tem is so seldom the seat of pathology. This 
becomes still more noticeable when we recall 
that the blood and its vessels are the mediums 
through which these changes largely occur. 
Nature—the good general that she is—seems 
to guard well her lines of communication. 


Phlebectasis—Generally speaking, diffuse 
dilatation of the veins is not uncommon. The 
dilatations are usually associated with atrophic 
thinning of the walls of the vessels, but soon- 
er or later develop a productive inflammation 
in and around the vessel wall, with increase 
of connective tissue hyperplasia, inevitable 
sclerosis and atrophy of the constituent ele- 
ments of the vessel wall, with often oblitera- 
tion of the lumen, oftener the formation of 
thrombi, occur from damaged intima, rarely 
calcification of the vessel wall. 

Generally the cause of such conditions is to 
be found in any thing that leads to an increase 
in the venus pressure, hindering the return 
flow of the blood, general venous stasis from 
cardiac weakness, valvular disease, or pulmon- 
ary obstruction. Long-legged people, whose 
occupation requires a large amount of time in 
the erect posture, are very prone, perhaps as 
an effect of gravity. Heredity seems to be a 
contributing influence, and other cases seem to 
result from congenital weakness in the vessel 
walls. The saphemia and its tributaries, the 
hemorrhoidal plexus, the spermatic, the vulval 
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and the pampiniform plexus are oftenest in- 


volved. 

With the increase of intra-abdominal pres- 
sure by 500 inches during the period of ges- 
tation, it indeed seems strange that the ves- 
sels more usually involved should ever es- 
cape. 

The three following cases may be of in- 
terest: 

Mrs. B., age 29, of good family history and 
always a healthy woman, during the latter 
months of her second pregnancy, developed an 
angiomatous mass about the size of a small 
orange, attached to the vestibule and sur- 
rounding the meatus. It was very angry 
looking, but neither bled nor pulsated. It for- 
tunately was not injured during delivery, and 
had entirely disappeared three weeks after de- 
livery. It did not recur in a subsequent preg- 
nancy. 

Mrs. H., aged 32. Good family history, al- 
ways a healthy woman except that she had in 
two previous pregnancies a very distressing 
cough during the last two months. During 
the sixth month of her fourth pregnancy felt 
some heaviness in her left leg, for which she 
sought advice. Examination revealed slight 
varicosed condition of superficial veins of the 
leg and over popliteal space. The condition 
gradually extended up the thigh and all the 
superficial veins up to the crest of the ileum 
became involved to such an extent that the 
whole extremity became swollen, blue and so 
heavy that locomotion was almost impossible. 
During the last month of pregnancy by the 
use of the elastic stocking, including the thigh, 
she was able to walk about the room. She had 
an uneventful delivery, and all the varicosities 


were gone when she got up on the fourteenth 
day. 

Mrs. C., aged 24, was almost parallel to the 
above except that the varicosities were not 
quite so extensive, nor the inconvenience so 
great. She has since been pregnant with no 
1eturn of the varicosed condition. 

Acute endocarditis must not be overlooked 
in this connection, and needs only passing 
mention. Two cases have fallen under my 
observation, both occurring during the first 
week of the puerperal period, both cases re- 
covering after a precarious and prolonged ill- 
ness of about six weeks, but with permanent 
valvular damage. Both these cases were pro- 
nouncedly toxemic before delivery, and in that 
condition, in all probability is to be found the 
cause of the endocarditis. 

Crural Phlebitis—Two cases of especial in- 
terest: 

Mrs. W., age 34. Ninth pregnancy, two 
abortions ; youngest child three years old. All 
her labors were uneventful except one; the 
pregnancy was a transverse presentation from 
which, according to her accounts, she ~ecov- 
ered slowly and imperfectly. 

During last pregnancy she did badly during 
last eight weeks, slept badly, constipated, coat- 
ed tongue, slight edema, defective kidney elim- 
ination, with distressing cough for three weeks 
before labor. Transverse presentation, slow 
and imperfect dilatation, version, asphyxiated 
child. Puerperal period without elevation of 
temperature, and otherwise normal. She was 
out of bed on the fourteenth day. During the 
night of the fifteenth day she suffered with 
pain in left hip, requiring morphine. This 
was followed by swelling and pain and im- 
mobility throughout entire left leg and thigh, 
which lasted for about six weeks. During en- 
tire six weeks she ran a very rapid pulse, 120 
to 140, temperature ranging from 100 to 102. 
On the nineteenth day after delivery and the 
fourth day after the discomfort in hip was 
first noticed she had a terrific uterine hemor- 
rhage, from which she nearly lost her life. 
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Three weeks after the phlegmasia on left 
side commenced, she had a similar pain in 
right hip followed by similar phlegmasia in 
right leg and thigh. She was so completely 
disabled as to locomotion that she could only 
be handled on a fracture bed. 

On the forty-second day after delivery and 
twenty-seventh day after the first hemorrhage 
she had a second uterine hemorrhage that ren- 
dered her pulseless for several hours. Be- 
tween the hemorrhages there was not the 
slightest suggestion of a vaginal discharge, nor 
was there at the time of the hemorrhage the 
least pelvic pain. She was confined to her bed 
for about three months. Her convalescence 
was associated with no swelling of either legs 
or feet. Since which time she has been per- 
fectly well and has menstruated regularly and 
normally. 

Mrs. V., age 38, was seen in consultation in 
adjoining county. Third child, labor normal, 
puerperal period uneventful up to fifteenth 
cay, when she complained of pain in left hip, 
followed by swelling, pain and immobility in 
entire lower left extremity. One week later 
the same phenomena began and followed each 
other on right side, becoming perfectly help- 
less, with both entire lower extremities greatly 
swollen and tender. She suffered very much, 
requiring morphia at intervals for ten days. 
Her pulse varied from 100 to 130. There was 
slight rise of temperature at the beginning of 
her illness, and at no time for the succeeding 
five weeks was she free of some elevation of 
temperature, it at no time, however, going 
over 102. 

She was able to leave her bed at the end 
of ten weeks. Her subsequent history 1 have 
been unable to learn, as she has moved to a 
distant State. 

The picture presented by the swelled leg of 
the puerperal woman is familiar to most of 
you. Its nomenclature is of only historical in- 
terest. 

Various explanations of its pathology have 
been presented in the past. What may be the 
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opinion about it in the future remains to be 
seen. At the present time it is regarded as a 
manifestation of septic infection, taking the 
form of septic thrombosis of the femoral veins. 
This is thought to be brought about as an ex- 
tension of a septic thrombosis from the uterine 
sinuses through the pelvic veins down into the 
femoral and its tributaries. It is thought that 
the thrombosis may also occur from pressure 
upon walls of the vessels by the edema result- 
ing from septic pelvic cellutitis—rather a se- 
vere tax upon credulity unless it is assumed 
that the vessel wall itself becomes infected 
through either its vasa vasorum or lymphatics. 
If that assumption be true, then a septic phle- 
bitis precedes the thrombosis. In either event, 
whether the thrombosis has been preceded by 
phlebitis or not, the intra-vascular coagula- 
tion and obstruction could scarcely occur from 
such a cause without the thrombus itself be- 
ing infected with the micro-organisms of the 
original infection, in which case, softening 
and dislodgment of the thrombus, dissemina- 
tion of septic emboli throughout the body, mul- 
tiple abscess formation, and the whole picture 
of pyemia or infection of the blood, would fol- 
low. How seldom such results occur in 


swelled leg of the puerperal state! True, sud- 
den death from embolium of pulmonary artery 
does sometimes happen, but that is apart from 
this discussion. 

Crural phlebitis, so-called, following deliv- 
ery is lacking in too many of the phenomena of 
septic thrombosis, occurring in other  situa- 


tions, to warrant the present accepted explana- 
tion without further question. The supposed- 
ly same condition following delivery is very 
rarely fatal, while septic phlebothrombosis, or 
thrombo-phlebitis, is nearly always fatal. 
Again, if this condition was of septic origin, 
would it not oftener appear during and form 
a part of some of the other and more or less 
rapidly fatal forms of sepsis? 

When it is considered in this connection that 
during pregnancy there is an increase in the 
volume of the blood, largely from an increase 
of its watery portions, resulting in an increase 
of blood pressure, that there is an increase in 
the amount of the fibrin factors, resulting in 
increased coagulability of the blood, that the 
course of the blood from the lower extremi- 
ties slowly moves against the increased intra- 
abdominal pressure, through vessels that are 
attenuated by this pressure, there is only lack- 
ing a damage to the intima as a necessary ele- 
ment to develop intra-vascular coagulation. 

It has been demonstrated beyond question 
that the blood of the pregnant woman is more 
toxic than the blood of other persons, and that 
endothelial and epithelial cells are the first 
structures that usually succumb to this poison- 
ing. If endothelial damage to the intima 
should occur from the toxic condition of the 
blood, all’the conditions for intra-vascular 
coagulation are fulfilled. May it not reasona- 
bly be asked after all whether the condition 
may not be of toxic, rather than septic origin? 


TURCK: 


The art of diagnosis in appendiceal dis- 
orders is as yet far from perfection. Every 
operator in the major abdominal field can re- 
call numerous instances in which the opera- 
tion findings failed to confirm the initial diag- 
nosis, and this is true in an astonishingly 
large percentage of cases when a post-opera- 
tive histo-pathological and bacteriological ex- 
amination is made. 

Reflection upon this fact determined the 
writer to a study and analysis of the factors 
entering into the problem of a definite and 
positive diagnosis and prognosis of the vari- 
ous forms of appendicitis. It is with the fac- 
tor of leucocytosis that this paper deals. In 
an effect to focus information regarding the 
behavior of the white cells in appendiceal in- 
flammations and infections one cannot but be 
amazed at the chaotic and _— contradictory 
character of the literature, and in view of this 
fact it is not surprising that the majority of 
surgeons, and physicians as well, are inclined 
to take a prefunctory view of the subject, and 
to place but little, if any, reliance upon the 
blood examination; the blood count if taken 
at all being largely a matter of form, and be- 
ing considered of no more importance than 
the temperature, both, according to Deaver,? 
being of about equal value, and both subject 
to wide fluctation. 

That hematological reactions to infective 
and inflammatory processes vary according to 
the reactive and resistive powers of the in- 
dividual must be conceded by all who have 
given a thought to the subject of immunity, 
or to the behavior of the blood in disease. It 
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seems absurd to presume that white cells of a 
feeble and anemic child of ten will show ex- 
actly the same reaction in infections of equal 
scope and virulence as the cells of a strongly 
robust man of forty, yet the literature is 
teeming with definite standards of white cell 
counts as applicable to definite conditions. The 
failure of these standard counts to invariably 
coincide with existing conditions as revealed 
at operation or in the laboratory is due in part 
to a failure to take into consideration the in- 
dividual equation of reaction and resistance. 

Certain fundamental hematologic reactions 
have, however, been demonstrated as occur- 
ring in practically all cases of like infections 
and inflammations, variation being a matter 
of degree only. It is through a consideration 
of these fundamentals, throwing aside uncer- 
tainties, probabilities, and average standard- 
izations, that an examination of the blood 
offers the greatest aid to a determination of 
the variety and scope of appendiceal, as well 
as other, infective or inflammatory processes. 

The term leucocytosis is generally used and 
understood as indicative of an increase, above 
normal, in the total number of white cells in 
cubic millimeter of blood. Strictly, however, 
leucocytosis should be defined as an increase 
or decrease in the total number of white cells 
normal to the individual, or a variation in the 
percentage of the different kinds of leucocytes 
normal to the individual. 

According to Simon,? leucocytosis should 
be considered as hyper-leucocytosis, an in- 
crease in the total number of leucocytes, or 
hypo-leucocytosis, a decrease in the total num- 
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ber of leucocytes. Simon further divides the 
general subject of leucocytosis according to 
the increase or decrease in the relative propor- 
tion of the ciiferent forms of cells. 

It seems advisable at this point to fur- 
ther recall that leucocytosis (more properly 
hyper-leucocytosis) may be physiological, 
that is, and increase in the total number of 
luecocytes due to physiologic reaction, not due 
to disease; or, pathological, that is, dependent 
upon and the result of definite pathologic 
processes. It is interesting to note in this 
connection that, as Cabot’ states, the studies 
of Ehrlich and others have shown that in 
physiological leucocytosis no new cell forma- 
tion occurs, the leucocytes being drawn from 
the internal organs and deep vessels into the 
peripheral circulation by chematoxis or ther- 
motaxis. In a pathological leucocytosis, par- 
ticularly in long standing suppurations, “there 
is no doubt that leucocytes are formed and 
turned into the circulation more rapidly than 
under normal conditions.” 

In a strictly physiologic leucocytosis the in- 
crease in the total number of leucocytes takes 
place at the expense of no one kind of cell, 
the normal relative proportion of the - white 
cells being undisturbed. 

Pathologic leucocytosis is defined by West* 
as “an increase in one kind of leucocyte at 
the expense of the others.”” We may, there- 
fore, have a pathological leucocytosis with or 
without an increase in the total number of 
cells, indeed, we may have a_ pathological 
leucocytosis, in which there is a decrease in 
the total number of leucocytes (leucopenia ). 
Since a pathologic leucocytosis depends pri- 
marily upon a variation in the percentages of 
the kinds of leucocytes, the total increase or 
decrease in white cells must be a matter of 
secondary consideration and importance, so 
far as the determination of pathologic pro- 
cesses by blood findings is concerned. The 
mere fact of finding in any case an increase 
in leucocytes shows nothing definite. It is 


impossible to determine by simple white cell 


counts up to 20,000 to 25,000 per cmm. 
whether the increase is physiological or 
pathological, whether it is due to pus produc- 
ing organisms, or animal parasites, or whether 
or not it is a form of beginning leukemia. 
Even in the higher counts, unless the clinical 
symptoms are so positive as to admit of no 
possible error, the absolute cell count may 
give no definite information. While it is true 
that very high counts are usually a form of 
lymphocytosis, yet, according to Holt,’ poly- 
morpho nuclear hyper-leucocytosis in children 
may run as high as 100,000 per cmm. In these 
cases it certainly is necessary to know whether 
the increase is in the poly-nuclear or in the 
mono-nuclear forms. Cabot® states that 
“given a count of 80,000 per cmm. we cannot 
tell, without knowing the variety of cells pres- 
ent, whether the case is a genuine leukemia 
or merely a_ leucocytosis symptomatic of 
pneumonia, suppuration, malignant disease, or 
other condition.” 

In the inflammations and infections of the 
vermiform appendix, as in other infectious, 
inflammatory or suppurative processes, and in 
all infectious diseases except five (i.e., typhoid 
fever, tuberculosis, measles, malaria and in- 
fluenza), a hyper-leucocytosis, if present, is 
always due to an increase in the poly-morpho 
nuclear neutrophiles. 

The great majority of observers in study- 
ing the reaction of the leucocytes in cases of 
appendicitis take for granted that if the white 
cells are increased, the increase must be in 
the neutrophiles. No increase being found, it 
is assumed that the relative proportion of the 
cells is normal and that no_ pathological 
leucocytosis exists. 

The severity, and in many instances the 
form of the infection, inflammation or suppu- 
ration has, until recently, been judged solely 
by the absolute count of leucocytes. Thus 
the elimination of the essential and vital 
feature of the blood reaction in disease has 
resulted in a confusion of statistics, and it is 
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not surprising that the deductions and con- 
clusions are varied and contradictory. 

It is unfortunate that in studying reported 
series of counts we have in a majority of in- 
stances, no definite assurance that the reported 
hyper-leucocytoses were not oftentimes 
physiological, eosinophilic or lymphocytic, nor 
that in cases showing no increase, or an ab- 
solute decrease, there was not a pathological 
leucocytosis present, as evidenced by a rela- 
tive increase or decrease in the poly-nuclear 
forms. In this connection, the following quo- 
tation from West’ is pertinent: 

“Tt is through oversight of the fact that it 
is the percentages which show a leucocytosis 
to be pathological or not, that much odium 
has been cast upon leucocytic readings. This 
censure has come from those who have judged 
a leucocytosis by the number to the cmm. and 
given no heed to the percentages * * * we 
should know that it is possible to have a 
pathological leucocytosis in the sense of the 
above definition, without an increase in the 
total number of white cells. 95 per cent. neu- 
trophilia has been noted when the total 
number of leucocytes to the cmm. was only 
6,000. * * * 

A careful review of the literature of ap- 
pendical leucocytosis (Simon,? Cabot,* West,* 
Holt,> Sahli,s Da Costa,® Boston,?° Emer- 
son," Arneill,?? Deaver,'* Kelly,’* Bloodgood," 
cannot but lead one to agree with Deaver that 
for purposes of diagnosis in cases where time 
allows of but one, or possibly two counts, prac- 
tically nothing is to be gained from the knowl- 
edge of the absolute number of leucocytes. 

With the possibility of a normal total count 
in simple catarrhal appendicitis, fulminant ap- 
pendicitis and fatal peritonitis, and in view of 
the fact that chronic cases, and cases with ab- 
scess range from 6,000 to 60,000 white cells 
per c.mm., the positive diagnostic value of a 
single count in itself.is nil. Indeed considering 
the single absolute count from a diagnostic 
standpoint, we have no assurance that a hyper- 


leucocytosis, if present, is neutrophilitic and 
not physiologic or lymphocytic. 

Assuming, however, from positive clinical 
symptoms, that a hyper-leucocytosis, if pres- 
ent, is due to an increase in polymorpho 
nuclears, that it is without doubt dependent 
upon an infective process, we are warranted 
in stating upon authority that the infective 
process increasing in virulence or extent (if 
in an individual of normal reactive powers) 
will produce an increase in leucocytes in direct 
ratio to the increase in the infection. 

On the other hand, an infective process de- 
creasing in virulence or extent, will produce 
in the blood a correspondingly gradual de- 
crease in the total number of leucocytes (in 
this we must include abscesses, from which, 
by reason of progressive walling off, absorp- 
tion of proteins or toxins, is gradually les- 
sening). 

These two facts are unquestionably funda- 
mentally correct, but in their practical surgical 
application, in dealing with the absolute count 
alone, we must work to a certain extent upon 
assumptions and not entirely upon facts. 

In observing the fluctuations of counts of 
from 15,000 to 40,000 we have a fair assur- 
ance of obtaining a reasonably exact knowl- 
elge of the progress of the infection. We are 
further justified in stating that counts below 
15,000, or the fluctuation of counts below 
15,000, have practically no diagnostic or prog- 
nostic significance whatever. To this the 
writer would add, wnless at the same time we 
closely observe the relative proportions of the 
different forms of leucocytes. 

A realization of the inadequacy and unre- 
liability of the absolute cell count taken alone, 
as well as the conclusion, so concisely stated 
by Sondern,’® that “the increase in the relative 
number of polynuclear cells is an indication 
of the severity of the toxic absorption, and 
the degree of leucocytosis is an evidence of, 
the body resistance toward the infection,” has 
of late directed attention to the differential 
percentages. 
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Simon,‘* in his recent work on Clinical Diag- 
nosis, emphasizes the value of the differen- 
tial count, and in this connection says: “Until 
quite recently the general tendency in clinical 
laboratories has been to lay special stress upon 
the absolute leukocyte count and to leave the 
relative values of the different forms out of 
sight. This should not be, and I cannot in- 
sist too strongly upon the importance of the 
relative count, which in many respects is far 
greater than a knowledge of the total 
number.” 

Simon comments upon the fact that because 
of the many variations and exceptions, sur- 
geons not unnaturally decline to be guided in 
their operative work by the results of the 
absolute blood count. He further states that 
he values the absolute count in the study of 
the progress of appendicitis—only so far as a 
progressive increase is concerned. 

The basis of the study of the differential 
must be a determination of the relative cell 
percentages in an individual of average 
strength, nutrition and reactive power. 


Cabot,'* places the normal percentages in a 
healthy adult as follows: 


Small lymphocytes ....... 20% to 30% 


Large lymphocytes ....... 4% to 8% 
Newtrophiles 62% to 70% 
Bosinophiles to 4% 


Simon’? states that before the age of five, 
the percentage of small lymphocytes may be 
as high as 4o per cent., but that after the fifth 
year adult values are the rule. During the 
first year the polynuclears range from 20 to 
40 per cent., gradually rising until the twelfth 
year, after which adult values are obtained. 
Simon places the percentages in the normal 
adult as follows: 


Small lymphocytes ........ 20% to 30% 

Large lymphocytes and 
1% to 6% 

Neutrophiles ............ 60% to 70% 


Eosinophiles ........... 1% to 4% 


Zeit” gives the following normal adult per- 
centages: 


Small lymphocytes 
Large lymphocytes 
Neutrophiles 
Eosinophiles 


to 70% 
to 3% 


It seems safe to accept 60 to 70 per cent. for 
polynuclears as a normal standard for the 
healthy adult, but the possibility of individual 
variation should always be borne in mind, 
and in patients not obviously robust an allow- 
ance be made of perhaps 5 per cent. each way. 

Gibson in his paper upon the application 
of the dffierential in conjunction with the total 
count, in the diagnosis of appendicitis, takes 
75 per cent. neutrophiles and 10,000 total leu- 
cocytes as his basis standards. 

We are indebted to Gibson for his work in 
this field. The greatest value of his paper, 
however, lies not in his standard chart as 
given, but in his directing attention to and 
awakening interest in the differential itself. 

Gibson believes that the relative proportion 
or disproportion between the increase in neu- 
trophiles and the increase in total cells is the 
important diagnostic factor. His standard 
chart, while perhaps correct in a majority of 
instances, is so open to error that it is of un- 
certain ‘value in practical diagnosis. 
> in reporting the blood findings 


Noethen,” 
in seventy-two cases of acute appendicitis in 
services of Doctors Kammerer, Kiliani and 
Willy Meyer states that, according to Gibson’s 
chart, six out of fourteen of his cases of dif- 
fuse or spreading peritonitis would be ad- 
judged “mild and safe.” 

Noehren advocates the employment of the 
differential alone, without regarding the total 
count, and concludes that a percentage of 90 
per cent. or more neutrophiles indicates a very 
severe process, that needs immediate operation. 
A percentage below 78 per cent. indicates a 
mild or safe process in which immediate 
operation is not necessarily indicated. A per- 
centage between the two extremes speaks for 


1% 
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the one condition or the other, according as 
it approaches the one extreme or the other. 
Noehren’s findings are additional proof 
that practically without exception every case 
of acute appendicitis showing a neutrophilea 
or over 80 per cent. is serious, and this with- 
out regard to the total number of leucocytes 
present. However, if the patient is resisting, 
when we find a high neutrophilea, we expect 
a high degree of leucocytosis, the total leuco- 
cytosis being the index of resistance, the neu- 
trophilia being the index of virulency. 


If, on the other hand, we find a high neutro- 
philea with a low, normal or subnormal total 


count, we are certain that we are dealing with 
a markedly virulent case in which there is no 
systemic resistance and we may know posi- 
tively that the prognosis is bad. 

West and others have compared the action 
of an overwhelming infection upon an indi- 
vidual to a blow upon the head, the patient in 
each case being stunned, in the latter instance 
by shock to the central nervous sytem—in the 
case of the violent infection by the crushing 
of the organisms reactive power, with conse- 
quent failure to produce the antibodes and 
cells necessary to successful resistance. 

In this connection, one other factor should 
be borne in mind—that is, the transitional leu- 
cocyte. Hematologists have stated that tran- 
sitional leucocytes are but partly formed poly- 
morpho-nuclear neutrophiles, probably a tran- 
sition form in the evolution of the bone mar- 
row myelocyte or the large mononuclear to 
the mature neutrophile. The presence of 
transitionals in the peripheral blood in quanti- 
ties is an indication that Nature is attempting 
to produce neutrophiles for some, but reason 
is unable to form the perfect cell. 

A neutrophilic percentage of 40 to 50 per 
cent., with an increased percentage of transi- 
tionals, may show a much graver and more 
dangerous condition even than the desperate 


case in which we find a high neutrophilic per- 
centage with a low total count. 

In this connection the finding in a case 
of perforated appendicitis, with diffuse sep- 
tic peritonitis, illustrate this point (i. e., ab- 
sence of resistance and reaction). 


Total leucocyte count, 6,000. 
Small lymphocytes, 30 per cent. 
Large mononuclears and_tran- 
sitionals, 30 per cent. 
Neutrophiles, 40 per cent. 


Another case of fatal diffuse septic peri- 
tonitis, in which was found but 7,000 total 
leucocytes with 92 per cent. neutrophiles, 
illustrates the first point (i. e., presence of a 
high degree of reaction, but with no resist- 
ance). 

The above findings, if laid out on Gibson’s 
chart, would have no significance whatever, 
yet the meaning of the counts must be obvi- 
ous to the thoughtful observer. 

A consideration of the total count as an 
index of the patient’s resistance, and as a 
measure of how much help we may expect 
from Nature in our operative efforts, if taken 
in conjunction with a study of the differential 
as a measure of the existence and virulency 
of the infection, aids us materially, not only in 
diagnosis and prognosis, but in the determina- 
tion of operative requirements, and oftentimes 
may warn us against plunging into a hope- 
lessly fatal operation. 

The writer feels particularly fortunate and 
highly honored in being able to present for 
the first time the views and conclusions on the 
subject of “Leucocytes in Appendicitis” of 
Prof. F. Robert Zeit of Chicago. 

Prof. Zeit during the past ten years has 
closely observed the blood findings in many 
hundred appendiceal disorders, and has car- 
ried the operation findings through bacteri- 
ological and _histo-pathological examination, 
thus checking up the initial diagnosis, and as 
a result has a crystalized knowledge of the 
subject. 
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Prof. Zeit speaks not as a surgeon, but with 
the accuracy and calm reasoning of the scien- 
tific hematologist and pathologist. 

It is greatly to be regretted that Dr. Zeit 
has not before this presented his views and 
deductions in detail. However, he has given 
the writer, in a series of personal communica- 
tions, his major conclusions, as herein inade- 
quately portrayed. 

In his study of the subject, and during the 
course of his work with Dr. Zeit, the writer 
was able to follow Zeit’s reasoning by an ex- 
amination of case histories and blood counts, 
together with examination of blood _ slides, 
gross pathologic specimens and microscopic 
sections. 

In dealing with the leucocytes in disease, 
Zeit emphasizes the fact, as stated but not 
applied by most hematologists and surgical 
writers, that it is the variety of leucocytosis 
that assists in the differential diagnosis of dis- 
ease, and that from the total counts alone no 
positive information is to be gained. 

Zeit refuses to work upon assumptions. He 
must know definitely, first, whether a leuco- 
cytosis, if present is physiological or path- 
ological, and if pathological whether eosin- 
ophilic, lymphocytic, neutrophilic, myelocytic, 
or transitional. Knowing the kind of leuco- 
cytosis, he bases his diagnostic and prognostic 
deductions not only upon the immediate size 

ut the progress of the leucocytosis in ques- 
tion. 

He states that, so far as appendicitis is con- 
cerned, we are dealing, in a majority of cases, 
with the pyogenic micro-organisms, and since 
pus germs and infective processes are chemo- 
taxic to polymorphonuclear cells, it is to varia- 
tions in the neutrophiles that we must look 
for information. 

Zeit’s views on certain phases of appen- 
diceal leucocytosis may be summarized as fol- 
lows, i. e., having clinical symptoms of ap- 
pendicitis and a pathologic pyogenic leuco- 
cytosis, as evidenced by the presence of a 
neutrophilia. 


(1) An increasing leucocytosis indicates a 
spreading infection, 

(2) A high stationary count indicates a 
partly walled-off abscess, or a stationary in- 
fection. 

(3) A gradually decreasing leucocytosis 
indicates a gradually decreasing infection. 

(4) A sudden fall in total leucocytes from 
high to low, with neutrophilia, shows an abol- 
ishment of systemic resistance and means im- 
pending fatality. 

It will be noted that Dr. Zeit finds the great- 
est value of the blood findings, not in a single 
examination, but in cases where the blood 
picture may be followed from hour to hour, 
or from day to day. 

Dr. Zeit distinctly makes the following 
statement: Having the ordinary clinical symp- 
toms of acute appendicitis, with no leucocyto- 
sis, and no neutrophilia, no infection is pres- 
ent, and in 75 per cent. of cases, if the re- 
moved appendix be taken through histo-patho- 
logical examination, it will show true normal 
tissue, with no sign of pathologic inflamma- 
tion, 

Zeit is convinced that many cases of so- 
called catarrhal appendicitis are not inflamma- 
tions at all, but that the clinical symptoms 
were due to a colic in a histologically normal 
appendix, the result an excess of contained 
mucus or fecal matter. 

Zeit, however, recognizes a form of true 
catarrhal appendicitis, and in this true form 
he has always found a leucocytosis and a mod- 
erate neutrophilia. 

He classifies true catarrhal appendicitis as 
an endo-appendicitis, as evidenced by the 
demonstration microscopically, of congested 
vessels, edematous mucosa (exudation of 
serum), interstitial small cell (lymphocytic) 
infiltration, immense numbers of goblet cells, 
distended with mucus in the lining epithelium 
of the mucosa, and at times a moderate num- 
ber of red blood corpuscles in the interstitial 
tissue. 
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This form Zeit believes to be due to a non- 
pus producing micro-organism. 

The writer is convinced, not only from a 
study of Zeit’s data, but from reviews of cer- 
tain of his own cases, and many of other 
operators, that, in operating upon cases of 
acute “catarrhal” appendicitis, surgeons in 
possibly 50 in each 100 cases, are removing 
histo-pathologically normal appendices for the 
relief of symptoms. 

It is not beyond the realm of possibility to 
trace pain, local or referred, to an exaggerated 
appendiceal peristalsis nor a moderate tem- 
perature to colonic disturbance with conse- 
quent purin absorption, nor a nausea to a sym- 
pathetic nerve reflex. 

The removal of a normal “catarrhal’” ap- 
pendix may be justified on prophylactic 
grounds, but, for the sake of surgical truth, 
among ourselves at least, we should so desig- 
nate the procedure. 

Dr. Zeit lays stress upon the point that the 
possibilities for pain and other disturbance in 
the right illiac fossa are great, and that 
appendiceal disease is not the only factor to 
be considered in our dealing with disorders in 
that locality. 

Zeit’s views coincide with those of Noehren, 
in that the higher the neutrophilic percentage 
the more virulent and extensive is the infec- 
tion, that a normal neutrophilic percentage 
shows that there is no active pyogenic process 
present, and that the severity of the infection 
may in a measure be gauged by the degree of 
neutrophilic increase. 

He states that the prognosis is always bet- 
ter in pyogenic cases showing a high percent- 
age of total cells (i. e., high resisting powers) 
than in cases showing pyogenic infection, as 
evidericed by a neutrophilia, with no or low 
resistance, as shown by a low total count, and 
that the prognosis is hopeless in cases showing 
a low total count, with no reaction, as evi- 
denced by a subnormal neutrophilic percent- 
age with increase of transitionals. 

Asked what might be deduced, in a case 


presenting clinical symptoms of acute appen- 
dicitis, from a total count of 15,000 to 20,000, 
with a normal differential count, Dr. Zeit 
stated that such a blood picture had no sig- 
nificance whatever, that it argued neither for 
nor against, and that it would undoubtedly 
be merely a digestion or physiologic leucocyto- 
sis, In such a case it would be perfectly safe to 
assume that no pyogenic process was present. 

As an example of non-inflammatory “ap- 
pendicitis” clinically typical, Zeit cites a blood 
picture of 40,000 total leucocytes, with 50 per 
cent, eosinophilia. The appendix in the case 
was found histologically normal, but with its 
cavity packed full of oxyuris vermicularis. 

Zeit’s records of tubercular appendicitis al- 
ways show a leucopenia, with no neutrophilia. 
These cases must be classed as chronic forms, 
and clinically, unless subjected to a secondary 
pyogenic infection, do not appear acute, or 
suppurative. 

Sub-acute abscesses usually show a total 
count of from 20 to 50 thousand, with a neu- 
trophilia of from 80 to 90 per cent. In these 
cases the abscess, while walled off, contains 
active living pyogenic bacteria. 

In the chronic forms of appendicitis, in 
which there is no active pyogenic or acutely 
inflammatory process, and in old, well walled- 
off abscesses, Zeit has found few if any blood 
changes. Many large, old appendiceal ab- 
scesses are sterile, the etiologic bacteria being 
dead. 

Since an active infectious process is neces- 
sary to the production of a neutrophilic reac- 
tion, and a stimulation of systematic resistance 
toward infection, it is useless to expect, or 
look for, blood changes in chronic inflamma- 
tions, and sterile abscesses, but this fact, too, 
should be borne in mind, that, if the process is 
not sufficiently active to produce blood 
changes, there will also be no acute clinical 
symptoms. 

_ In the chronic forms of appendiceal inflam- 
mation or abscess we are not dealing with 
time, a difference of days one way or the 
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other as regards operative procedures is a 
matter of little importance, and in these cases 
we may take our time in making a definite 
diagnosis, and in planning operative or other 
relief. The value of the blood picture in these 
cases lies not in what we find, but in what we 
do not find. 

In any case of appendicitis acute, sub-acute, 
or chronic, if we find a pyogenic, neutrophilic 
leucocytosis, we may know positively that we 
are dealing with an acute inflammatory pro- 
cess, a suppuration, a gangrene, a perforation, 
or a peritonitis. 

On the other hand, in any case of appendi- 
citis, acute, sub-acute or chronic, if on re- 
peated counts we find a normal total number 
of leucocytes and a normal differential per- 
centage, we may know, positively, that we are 
not dealing with an active pyogenic process, 
that there is no immediate danger to life, that 
we need not hurry, but that we may make, at 
our leisure, a differentiation between a colic, 
a chronic inflammation, a walled-off small 
abscess, a sterile abscess, or a tubercular appen- 
dix, by other means than the blood pictures. 

It is indeed fortunate that the blood exam- 
ination is most valuable to us, in the very class 
of cases in which we need it most, and it is 
almost incomprehensible that, because of a 
failure to find blood changes in certain chronic 
conditions, many men should throw the whole 
subject overboard, and thus deprive them- 
selves of a valuable diagnostic and prognostic 
adjunct in the acute cases, in which definite 
and positive information is so necessary, and 
any assistance so acceptable. 


CONCLUSIONS. 


I. Because of individual variation in resist- 
ive and reactive functions, no absolutely in- 
variable single total amounts, or cell percent- 
ages can be laid down as significant of definite 
conditions. 

2. The absolute count of leucocytes, if 
taken alone, has little value as a means of 
diagnosis. 


3. The greatest value of the blood picture 
in pyogenic processes lies in observation of 
the neutrophilic percentage, as a measure of 
the existence and virulency of the infection 
in conjunction with observation of the total 
number of leucocytes as an index of the pa- 
tient’s resistive power. 

4. The blood picture, utilized with the clin- 
ical picture, usually affords much diagnostic 
and prognostic aid, even in single examina- 
tion, but its greatest value is shown when it 
can be followed from hour to hour or from 
day to day. 

5. The progression cr retrogression of an 
acute infection may be determined by observ- 
ing the progression or retrogression of the 
neutrophilic percentage and the total cells. 

6. In the average adult 7,000 to 9,000 total 
leucocytes, and 60 per cent. to 70 per cent. 
neutrophiles may be accepted as normal stand- 
ards. 

7. An increase in leucocytes above 12,000 
is without doubt in all cases a hyper-leucocyto- 
sis, either physiological or pathological, and 
an increase of neutrophiles above 75 per cent. 
is without doubt a pyogenic neutrophilia in 
adults. 

8. Every case showing a neutrophilia above 
80 per cent. has a serious infection, the higher 
the neutrophilia the more virulent the process, 
and the higher the total cell count the better 
is the prognosis. 

g. In acute cases showing a virulent infec- 
tion as indicated by a neutrophilia of 85 to 
95 per cent., with no resistance, as evidenced 
by a low total count, the prognosis is grave. 

10. In acute cases showing no reaction, as 
evidenced by a low neutrophilic percentage, 
with an increase in transitional leucocytes, and 
no resistance, as evidenced by a low total 
count, the prognosis is hopeless. 

11. Cases presenting the so-called typical 
symptoms of acute catarrhal appendicitis, with 
no hyper-leucocytosis and no_ neutrophilia, 
have no.infective inflammation, and in a ma- 
jority of instances are those of mechanical ap- 
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pendical colic, with possible colonic ptomaine 
absorption. 

12. In any case, acute, sub-acute, or chronic, 
in which a normal neutrophilic percentage, and 
no leucocytosis is found, there is no acute in- 
fection, there is no immediate danger to life, 
and there is no necessity for immediate opera- 
tion. 

13. Chronic forms of appendicitis ; old, ster- 
ile, or safely walled-off abscesses produce 
few if any blood changes. 

14. Cases showing a leucocytosis and a neu- 
trophilia require careful watching and imme- 


diate attention, and those showing a normal | 


neutrophilic percentage, and no leucocytosis, 
may be investigated at leisure. 
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Competent observers have called attention 
to infections of the urinary tract, occurring 
during pregnancy, or following upon labor, 
and recent literature contains many interest- 
ing articles pointing out the great importance 
of this condition. Nevertheless, sufficient 
consideration is not yet being paid to this com- 
plication, and the majority of the profession 
do not seem to realize the frequency of its ap- 
pearance ; therefore, we wish to bring the sub- 
ject again before their notice. We believe 
that most of these cases are either overlooked 
or wrongly diagnosed, and we feel that the 
ease in prophylaxis, and the ready response to 
early treatment, ought to inspire every one of 
us to keep this danger constantly in mind. 

Clinically there are two well-defined divis- 
ions: The first division consists of those cases 
which occur during pregnancy, and which at 
first sight appear to be idiopathic; here the in- 
fection is a descending one, and is caused by 
bacteria eliminated through the kidneys. In 
the second division, we have the infections in- 
troduced during or after labor; they start at 
the external meatus, and are ascending in 
character. 

The two processes are widely different, and 
a review of the etiology will serve to show 
that each class has its own definite causative 


factors. 

Etiology.—In all branches of medicine, it is 
accepted, that any obstruction to the flow of 
urine will constitute a great predisposing 
cause for inflammatory changes along the 
urinary tract, and that in the presence of such 
an obstruction, bacteria, otherwise harmless, 
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can find a ready foothold. Furthermore, it 
has been demonstrated that the urine flows 
from the kidneys under a very low pressure, 
and that the slightest impediment may be 
enough to cause a partial retention within the 
pelvis. 

Now, when we consider that the ureters oc- 
cupy a very intimate relationship with the non- 
gravid uterus, and when we remember that the 
space between the wall of the true pelvis and 
the ureter measures only about one inch, it is 
easy to understand that as pregnancy ad- 
vances to the point where the body of the 
uterus rises out of the true pelvis, and is de- 
veloping in the abdominal cavity, how its bor- 
ders come nearer and nearer to the ureters, 
and push them over to the bony superior strait, 
against which it compresses them. Again, the 
uterus in its enlargement, pulls upon the ure- 
ters, and this has a tendency to flatten their 
walls, and to diminish their lumen. 

That this pressure may be sufficient to ob- 
struct the urine and cause a dilatation of the 
ureters, is shown by the fact that if the ureters 
of women dying in pregnancy be examined 
they will, in the latter months, frequently be 
found dilated. Where the condition is _bilat- 
eral, it is the right which attains the greater 
dilatation; where only one ureter is involved, 
it is usually the right. 

The predisposition for infection to attack the 
right side rather than the left depends on sev- 
eral factors: In its ascent, the uterus be- 
comes inclined to one side, usually the right, 
and at the same time, it undergoes some axial 
torsion from left to right: consequently there 
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is a tendency to encroach more upon the space 
occupied by the ureter on the right side, and, 
besides, the right kidney is anatomically lower, 
and hence more subject to pressure and trau- 
matism, thus diminishing its resistance and 
predisposing to infection. Again, as suggested 
by Meeks, the greater prominence of the right 
over the left iliac artery, and the greater fre- 
quency of the foetal head in the right oblique 
diameter, may play a part, especially in the 
last two months of confinement. 

Since the compression of the ureters is eti- 
ologically so important, and since the pelvis 
of the right kidney is affected in over one- 
half the cases, the explanation is plain as to 
why nearly all the cases of urinary infection 
in the course of pregnancy, are cases of right 
sided pyelo-nephritis, and also why they all 
develop after the fifth month. With the field 
prepared for the localization of infection, as 
described above, yet the presence of bacteria, 
in sufficient number and virulence, is of course 
essential, and these arrive from two directions ; 
coming down from the kidney, or traveling 
upward from the urethra, the first route being 
the usual one in the vast majority of cases 
commencing before labor, bacteria being 
poured out from the kidneys in enormous 
quantity. 

Thirty per cent. of pregnant women will 
show urine so loaded with micro-organisms, as 
to give rise to the clinical picture of bacteri- 
uria, an attack of constipation frequently be- 
ing ample to render the urine hazy with the 
germs. Here the bacteria are practically al- 
ways bacilli coli communi, entering from the 
intestines and passing out through the kidneys ; 
there is generally an excess of Indican pres- 
ent, and the condition clears up promptly with 
a purgative. 

In a very few cases before labor, the gono- 
coccus, if already in the urethra, may avail 
itself of the impeded flow to ascend the urinary 
tract. Turning now to those cases which fol- 
low labor, we find that the infection consists 
of the staphylococcus or streptococcus, which 


has been introduced through the external 
meatus, and that here, the great predisposing 
cause is improper technic in asepsis. 

Let us always remember that the meatus 
opens directly on the field of operative work, 
and furthermore, that the bladder and urethra 
are subject to unavoidable traumatism and 
pressure during labor, so that this furnishes 
a very inviting avenue for infection, if the 
greatest obstetrical cleanliness has not been 
employed. 

The use of the catheter is another potent 
source of infection, for the germs being pres- 
ent already or entering during parturition, are 
apt to be lighted up by a catheter passed with 
every precaution, because of existing contu- 
sion or abrasion. 

We should not overlook, too, an infection 
which passes by way of the uterine lymph 
channels to the tissures around the kidneys, 
and is associated with the formation of peri- 
renal abscesses; in pregnancy, these lymphat- 
ics are much increased in size, often reaching 
the magnitude of a goose quill, and they form 
a plexus under the peritoneum, which is con- 
tinuous with the general lymphatic system, and 
anastomoses especially with the perirenal 
lymph vessels. 

Having thus pointed out the methods of in- 
vasion, let us see how infections of the urinary 
tract manifest themselves. 

Onset and Symptoms.—Practically all cases, 
whether ascending or descending, announce 
their onset by the symptoms of a cystitis; in 
some patients, where the infection has been 
introduced through the meatus, of course, a 
true cystitis is present, but even where the 
lesion is limited to the pelvis of the kidney, as 
in most of the pregnancy cases, the first symp- 
toms are usually from the bladder, and consist 
of a pronounced frequency of urination, ac- 
companied by a slight burning sensation ; these 
symptoms are not due to a cystitis, but are re- 
ferred from the kidney, the bladder being re- 
flexly stimulated to repeated contractions. 

All the cases that I have observed have com- 
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menced in this way, and have presented their 
other symptoms in quite regular order; after 
the cystic manifestations, the patient next com- 
plains of headache and dull pains in the back 
and limbs, followed in a few hours by a more 
or less severe chill, with high temperature and 
later sweating. 

The chills vary in intensity, and may occur 
several times a day, every day, or at irregular 
intervals; at times these chills are quite peri- 
odical, resembling malaria. 

The temperature does not pursue any typical 
course, it is generally of an intermittent char- 
acter, rising sharply and dropping equally so; 
the subnormal fall is usually very marked. In 
two recent cases, the rise would began about 
11 a. m., and reach its height about 6 p. m., 
being subnormal again by 10 p. m. On the 
other hand the rise may be very abrupt, attain- 
ing a high mark and being sustained for some 
days, gradually declining. 

The aching and tenderness in loins which 
accompany the chills and rises of temperature 
may be insignificant, or may be so severe as to 
require the use of morphia; when it is sudden 
and early in appearance, it is due to a contrac- 
tion of the ureters, trying to force the urine 
past the obstruction, and this pain will disap- 
pear in 48 hours, when the muscular coats are 
paralyzed. 

The signs of urinary toxemia do not show 
themselves until the inflammation becomes 
chronic, then delirium, stupor and other symp- 
toms may be alarming, and the patient be 
gravely ill. 

Particular attention has to be paid to the 
urinary findings, which are fairly constant ; 
first and most important is the presence of a 
bacteriuria and the test for albumen is gener- 
ally positive; most physicians will recognize 
the albuminuria, but will take no notice of the 
bacteriuria, thus entirely misinterpreting the 
true condition by attributing the trouble to a 
renal insufficiency, instead of making a correct 
diagnosis of urinary infection. Cloudy or al- 
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buminous urine in pregnancy should always 
be investigated for bacteriuria. 

The urine is always acid, except in those 
cases of chronic ascending infection, where 
the reaction may be alkaline. 

Casts are present in proportion to the ne- 
phritic involvement, and very significant is the 
finding of pus in varying quantity, the amount 
bearing a close relationship to the intensity of 
the symptoms, thus when drainage is good 
and urine is full of pus, tenderness and fever 
are low, but when pus collects in diseased ure- 
ter, behind the obstruction, then constitutional 
symptoms reappear, though urine is voided 
clear and limpid. 

Whenever there are intervals of complete 
absence of pyuria, it always indicates that one 
of the ureters is normal, and this is of im- 
portance from a prognostic standpoint. 

After abdominal or vaginal operations, the 
surgeon is apt to attribute the symptoms to a 
pelvic ooze, mild wound infection or to auto- 
intoxication from the intestines, and when 
urinary infection occurs in the course of ty- 
phoid, scarlet fever, diphtheria or pneumonia, 
the medical man, overlooking the complica- 
tion, will often think that there is present an 
exacerbation of the original disease. Likewise 
in the practice of obstetrics, when this condi- 
tion happens, a mistaken diagnosis is frequent- 
ly made. 

Differential Diagnosis.—Because of the se- 
vere chills, many cases are thought to be of 
malarial origin, but here a blood examination 
would at once establish the diagnosis; the ab- 
sence of the plasmodium, the presence of leu- 
cocytosis, with a relative increase of the poly- 
morphonuclears, and the resistance to quinine, 
would dismiss malaria, while the urinary find- 
ings and other symptoms would establish the 
existence of urinary infection. 

When the pain in the right loin is very se- 
vere, appendicitis might be suspected, and dif- 
ferentiation is made by the history of the case, 
by the urinary examination, and by the locali- 
zation of the tenderness, with the absence of 
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marked rigidity and distention ; nausea is a late 
symptom in urinary infection, while it is an 
early one in appendicitis. 

There is also little doubt that many a case 
of chills and fever, following labor, is diag- 
nosticated and treated as a uterine infection ; 
the pyelitis pursuing its characteristic course, 
uninfluenced by the iodine applications, cur- 
ettements, and irrigations of the long suffering 
uterus. All temperatures occurring after labor 
call imperatively for a microscopical examina- 
tion of the urine, to determine the po-sibility 
of an infection of the urinary tract. 

The diagnosis is made from puerperal sep- 
sis, by the absence of uterine symptoms, such 
as fetid discharge, tenderness or subinvolution 
of the uterus, while the history of the case, and 
the presence of bladder symptoms will direct 
your attention towards the true condition. 

In three cases which have been seen during 
the past year, the original diagnoses were re- 
spectively, malaria, appendicitis, and puerperal 
sepsis of a mild character; indeed they simu- 
lated these conditions very closely. Salpingitis 
and perinephritic abscesses are to be recog- 
nized by the local signs ; typhoid also has to be 
thought of, but once in mind, the diagnosis is 
generally easy. 

When the obstetrician has recognized the 
fact that an infection of the urinary tract is at 
hand, then the course and prognosis of the dis- 
ease will depend on whether the bacteria are 
limited to the vesical area, or whether the con- 
dition is also present in the ureter, for the 
symptoms of a pyelonephritis may resemble, 
and are often mistaken for a true cystitis. In 
cystitis the urination is very painful, and there 
is great tenderness elicited by vaginal exami- 
nation; in pyelonephritis, while there is a 
marked frequency, there is no real pain on 
urination, and vaginal examination is pain- 
less. 

Course and Prognosis ——The prognosis for 
the child is more serious than for the mother, 
since, when the infection is accompanied by a 
very high temperature, particularly if sus- 


tained for some days, spontaneous abortion is 
likely to take place. 

For the mother, the dangerous cases are 
those which are not recognized until uremic 
symptoms appear, and also those where the 
infection results from a catheterization, and is 
progressively ascending in character. The 
descending infections are less dangerous, and 
many cases of a mild nature get well in spite 
of no treatment at all, or else treatment along 
the line of a mistaken diagnosis, yet it is an 
unfortunate thing if these mild cases do not 
receive the proper treatment, for a pyelone- 
phritis may persist without symptoms, for a 
long time and eventually lead to interstitial 
changes within the kidneys. 

If an infection once gains a firm standing 
during pregnancy, it can not be entirely cured 
until after labor has taken place, at which time 
there is always an exacerbation, but this will 
subside much more readily than the former at- 
tack, and after delivery the urine will gradu- 
ally clear up. One attack renders the patient 
more susceptible at a subsequent pregnancy. 

Induction of premature labor never has to 
be performed, except in cases seen very late 
after the kidneys have become severely dam- 
aged, for even the violent infections, if recog- 
nized at an early stage, will yield nicely to 
treatment, if rationally and intelligently ad- 
ministered. 

Treatment—The general management of 
Pregnant and puerperal patients is of great 
importance ; they should receive water in abun- 
dance, their diet should always be restricted, 
their bowels regular, and a careful watch kept 
for bacteriuria; on its appearance, purgatives 
and urinary antiseptics will suffice, if adminis- 
tered promptly. If, for any reason, a chronic 
gonorrhceal infection of the urethra or vagina 
is suspected, then urinary antiseptics should be 
given throughout the latter months of preg- 
nancy. We should employ, as a routine 
prophylactic measure, the administration of 
some good urinary antiseptic for a few days 
before, and at least for a week after delivery. 
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This is particularly urgent if the labor has 
been a hard one, or if operative work of any 
kind was resorted to. A careful asepsis during 
labor and the puerperum is of course essential, 
together with the avoidance of catheterization 
if possible; we can often succeed here by al- 
lowing the sitting posture, by pushing water 
freely, by mouth, and by the use of a hot saline 
enema or douche; a hot water bag over the 
pubes, and a hyperdermic of strychnine will 
also help. By such general measures as these 
the great proportion of cases can be prevented, 
and those infections which do occur can be 
greatly alleviated, and the patients can be con- 
ducted in safety and comfort to labor; after 
labor there is usually a flareup, due to the 
traumatism of muscular exertion. This will 
yield nicely to treatment, and in some months 
the patients are cured. 

The active treatment for all urinary intfec- 
tions consists of rest in bed, water very freely 
by mouth, saline enemata as often, and in as 
large quantities as possible, liquid diet and 
purgatives. 

Urinary antiseptics should be commenced at 
the beginning, and should be continued for 
some weeks after all symptoms have disap- 
peared. 

Symptomatic treatment is also of service, 
thus an ice-bag or morphine for pain, cold 
sponges and an ice-cap for high temperatures ; 
hot water bottles, and hot blankets for the 
chills, etc. 

The efficiency of the general treatment, and 
the necessity for each one of the measures 
mentioned is well illustrated by a recent case. 
A patient with a moderately severe ascending 
pyelonephritis of gonorrhceal origin had been 
treated during four weeks for malaria, with a 
progressive increase in symptoms; when first 
seen she was very toxic and stupid, with chiils 
and high temperature. Proper treatment be- 


ing instituted as described above, she cleared 
up entirely within four days, and remained 
without any symptoms for seven days, when 
she was removed from tie hospital to a board- 
ing-house. Here there was a renewal of symp- 


toms, apparently due to the exercise incident 
to moving. - These disappeared in two days, 
and she then went on to full term, a period of 
over one month and a half, but during this 
time of waiting she suffered from three slight 
attacks, brought on respectively by constipa- 
tion, indiscreet eating, and by letting up on 
the amount of water she was ordered to drink. 
The trauma of labor caused a reappearance of 
symptoms, which came on the second day and 
lasted for five days. On being moved from 
the hospital a week later, symptoms again ap- 
peared and lasted for three days. After this 
there was no further return of the condition, 
and when heard from last, about six months 
after labor, she was apparently perfectly well. 
CONCLUSIONS. 

1. Urinary infection is a common complica- 
tion in obstetrics, and its possibility should be 
borne constantly in mind. 

2. The urine of pregnant women should be 
routinely examined for bacteriuria, and on its 
appearance, vigorous treatment should be in- 
stituted. 

3. Before commencing treatment for tem- 
peratures occurring after labor, we should al- 
ways inquire into the possibility of urinary in- 
fection. 

4. We advise the prophylactic employment 
of urinary antiseptics in all cases of labor. 

5. The treatment of this complication is 
eminently satisfactory, and induction of pre- 
mature labor rarely has to be performed. 
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RENAL TUBERCULOSIS. 


BY LE GRAND GUERRY, 


We will have time only, in this short paper, 
to bring before you some of the most salient 
features of renal tuberculosis. There is scarce- 
ly a more engaging subject in the whole field 
of modern surgery than the one under consid- 
eration. The interest in the disease is ren- 
dered more intense by the fact that when full 
advantage is taken of the modern aids to its 
diagnosis, in a great majority of cases, it can 
be worked out with remarkable accuracy. Un- 
der the influence of modern research and in- 
vestigation most, if not all, of our precon- 
ceived ideas about tuberculosis of the kidney 
have changed. Walker states emphatically 
that there are three ways in which infection 
takes place; first, and by far the most fre- 
quent, through the blood current; second, by 
extension from surrounding parts, tuberculosis 
of the spine, for example; third, by extension 
upward from the bladder. The last mode of 
infection, which was thought formerly to be 
the most common, is now not only known to 
be extremely rare, but thought by many com- 
petent observers, never to exist. The evidence 
before us is that it does occur in exceptionally 
rare instances. Of fundamental importance is 
the fact that in the great majority of cases the 
(lisease is not only unilateral, but that it is pri- 
mary in the kidney in so far as the genito- 
urinary tract is concerned; and, on the other 
hand, it is probably always secondary to tuber- 
culosis elsewhere in the body. This question 
at once arises and demands answer. If tuber- 
cular lesions are arrested elsewhere in the body 
by hygienic and dietetic measures, why not in 
the kidneys? Senator says, “When renal tu- 
berculosis is not amenable to surgical treat- 
ment, we know of no other termination than 
death ; at least recovery must be rare.” It ap- 
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pears, after a careful study of this subject, that 
the tendency of this disease in the kidney is 
never toward healing; the knowledge before 
us now that the disease is nearly always hem- 
atogenous in origin; that it is nearly. always 
primary in the kidney; that in the great ma- 
jority of cases it is unilateral, and that from 
fifteen months to two years will elapse before 
the second kidney is involved, places at once 
the operation of nephrectomy on a sound and 
solid surgical basis. Not only this, it urgently 
demands an early diagnosis leading to radical 
relief before the bladder becomes extensively 
involved. We quote the following: “In fact, 
radical removal seenis to be the only treat- 
ment for this condition, offering hope of a per- 
manent cure. Spontaneous healing of tuber- 
culosis of the kidney, unlike tuberculosis in 
the various other organs, appears to be extra- 
ordinarily rare, if not unknown. Conclusive 
cases are lacking in the literature. More light 
is greatly needed on the subject. It seems 
pretty generally agreed, however, that hy- 
gienic measures, which are so valuable in treat- 
ing tuberculosis situated elsewhere in the body, 
seem least effective in arresting the process 
when in the kidney. Why this should be is 
hard to tell. I have seen at least one striking 
case of it in a young woman whose pulmonary 
disease had become arrested by sanatorium 
treatment, while the disease in the kidney and 
bladder was progressing rapidly.” 

The diagnosis is easy in the advanced stage, 
when one finds a palpable tumor, pain in the 
side, fever, hematuria, frequent micturation, 
and the urine loaded with pus and kidney de- 
bris, and also marked emaciation. I wish here 
to emphasize the point that one of the most 
common sources of error in diagnosis is in al- 
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lowing the severe bladder symptoms to draw 
our attention from the real source of trouble. 
Says Walker, “It should be emphasized that 
where we have frequent micturition with puru- 
lent urine, which cannot be explained by any 
urethral infection, tuberculosis of the kidney 
(not of the bladder), should, at least, be sus- 
pected.” We would add, considered tubercu- 
losis until the contrary is proven. We have 
seen then that the question of diagnosis is the 
chiefest concern when we have fewest symp- 
toms, possibly only frequent micturition and 
slight hematuria. Given a patient then pre- 
senting the very early symptoms above 
mentioned, we would proceed as _ follows. 
After a most careful taking of the history, we 
obtain, first, a specimen of urine for micro- 
scopical examination, the specimen must be 
taken by catheter to avoid confusion with the 
smegma bacillus; if the disease is tuberculosis, 
the bacilli is practically always found; it is ad- 
visible to find out how much urine is secreted 
in twenty-four hours; next, a careful cysto- 
scopic examination is made, the evidence often 
afforded by this simple measure is conclusive ; 
if we find perfectly clean urine coming from 
one kidney and purulent urine from the other, 
and if after thorough study of the mixed 
specimen we find sufficient urea output, we are 
justified in advising nephrectomy. The next 
step, when the above is not sufficient, is to 
catheterize the ureters ; by this means the most 
conclusive evidence is formed. We believe 
the danger of ureteral catheterization fanciful 
rather than real, and unhesitatingly advise it 
whenever the slightest doubt exists; the sep- 
arately collected specimens, after careful chem- 
ical, microscopical and bacteriological search, 
will in most instances, settle the diagnosis. 
The inoculation of guinea pigs with tubercular 
urinary sediment is one of the most valuable 
and reliable diagnostic signs, but the objection 
here is the time consumed—about four to 
We have had no experience with 
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the newer phloridzin test and cryoscopy; they 
are both valuable additions to our methods of 
diagnosis, and in certain cases afford valuable 
information. Says a recent writer, in speak- 
ing of the ureteral catheter, “It gives me at 
the same time information as to the patency of 
the ureter and frequently as to its dilation. 
Naturally, we must rely chiefly on a careful ex- 
amination of the urines so delivered, and no 
means which may give us information in this 
respect can be neglected. Where possible 
cryoscopy and the estimation of sugar after 
the injection of phloridzin should be carried 
out, but we can support Rovsing, who lays 
chief stress on the specific gravity, the urea 
determination and proper microscopical exam- 
ination. It is, in short, the ureteral catheter 
rather than the so-called functional diagnosis 
which has led to the present improvement in 
renal operative statistics.” 

To recapitulate: A disease nearly always 
hematogenous in origin. 

A disease always primary in the kidney in 
so far as the genito-urinary tract is concerned. 

A disease which is unilateral in the begin- 
ning. 

A disease in which from twelve to twenty 
months will elapse before the second kidney is 
involved. 

A disease, which, in the kidney, at least, in- 


variably, leads from bad to worse. 


A disease, which, when studied intelligently 
and in conjunction with the modern methods 
and means at our disposal, can be early and 
accurately diagnosed. 

A disease under the above circumstances 
splendidly curable by radical removal of kid- 
ney or kidney and ureter. 

A disease in which no other treatment than 
surgical offers any relief. 

Here, again, surgery is winning the fight by 
the brilliant way in which she is marshaling 
her accumulated facts with telling force. 


i 


ADVERTISING IN MEDICAL JOUR- 
NALS. 


This Journal desires to extend greetings 
to the Old Dominion Journal of Medicine and 
Surgery, recently reorganized under new man- 
agement entirely, for the position it has taken 
in reference to advertisements of patent and 
proprietary medicines, feeling that a strong 
sister journal working practically in the same 
field with them can be of great help to each 
other in the determined effort to stamp out 
any questionable advertisements. While it is 
true that the means for the support of a jour- 
nal can be derived only from two sources, 
namely, subscriptions and advertising matter, 
yet, we felt in the organization of this journal 
that there were enough men with high ideals 
in the South to support a journal giving es- 
sentially good reading matter without pollut- 
ing its pages with questionable advertisements, 
and we are glad to say, from the encourage- 
ment we are receiving daily in the form of new 
subscriptions that we feel our judgment was 
not misplaced, and this journal will continue 
to take no advertisements of questionable char- 
acter. This is a determination which will not 
change with time, even though a loss must be 
sustained by the editorial staff. 

Many years ago in an address on General 
Medicine, before the American Medical As- 
sociation at Atlantic City, the editor-in-chief 
sounded a note of warning to the profession 
against the controlling influence of proprietary 
medicine manufacturers, and the seed sown at 
that time has borne fruit in many ways. Un- 
til now the Council on Pharmacy and Chem- 
istry of that association stands as a barrier to 
the entrance into ethical journals of any pro- 
prietary article that may not bear the stamp 
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of its approval. Thus, we hail the entrance 
of our new sister in this field of high ideals, 
and bid her God-speed, wishing for her long 
life and prosperity. 


INTERNATIONAL CONGRESS ON 
TUBERCULOSIS. 


This Congress convenes in Washington, D. 
C., on September 21, and will remain in ses- 
sion until October 12. 


The fact that this disease is the most wide- 
spread and destructive agency of death to all 
mankind in all climates and among all na- 
tions, renders this meeting of peculiar im- 
portance, especially to the South, because of 
the large negro population with their careless 
and indifferent habits as to hygiene and sani- 
tation, and the fact that they are with us to 
stay always as a menace unless thorough leg- 
islative control can be had over this infectious 
disease. This would seem to make it impera- 
tive that every State in the South send a large 
delegation to this meeting—the success of 
which will be largely determined by the num- 
ber in attendance. Too much cannot be said 
in commendation of the great work of Dr. 
Lawrence Flick in this connection, recent re- 
ports showing that in Pennsylvania there has 
been a falling off of over 5,000 in the death 
rate from this disease. This would tend to 
impress upon the profession as well as the 
laity that great things can be expected from 
co-operation and a determined effort on the 
part of the profession and the people. The 
disease, the cause of which is well known, and 
its method of propagation, and of gaining en- 
trance into the human body so well understco] 
that it would seem a reflection that this great 
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scourge to mankind should continue its death- 
dealing, destroying influences even in this en- 
lightened day of preventive medicines. 

When the people have been thoroughly ed- 
ucated and awakened to their own danger and 
taught to know that consumption is a trans- 
ferable disease usually transmitted through 
house infection, and that by the destroying 
of the germs in the sputa of any infected per- 
son immediately and the proper laws enacted 
and enforced, the mortality rate from this dis- 
ease, which is now about Io per cent. of all 
deaths, can be lowered, and so many precious 
lives be saved that no effort is too great and 
no task too laborious for the profession to un- 
dertake in the protection of the lives properly 
in their care. We certainly hope that the 
readers of this journal will in so far as it is 
possible, be in attendance at this meeting, 
making it a greater success if possible than the 
Congress in 1905, which met in Paris. 

The membership fee is only $5. By writ- 
ing to Dr. John S. Fulton, Secretary-General, 
Washington, D. C., all information in regard 
to the coming congress can be obtained. 


BUREAU OF PUBLIC HEALTH. 


It is with great pleasure we note that both 
political parties have endorsed the establish- 
ment of a Public Health Bureau under a com- 
petent head with government aid and great 


facilities for dealing with all matters pertain-. 


ing to the sanitation or the prevention of dis- 
eases from a national standpoint. We are con- 
vinced that this is the only means by which 
great good can be accomplished. So long as 
the Boards of Health are local and political in 
their character, operated independent of other 
Boards, just so long will there be dissension, 
lack of cooperation, and naturally very little 
accomplished, but if a properly organized Bu- 
reau of Health from the Central Government 
takes charge of the great question of the 
health of the people it is an assured fact that 
the great epidemic diseases which have here- 
tofore been imported into our borders can no 
longer gain entrance or a foothold on Ameri- 
can soil. 

We desire to go on record strongly endors- 
ing this Bureau of Health, and would sug- 
gest that the medical profession throughout 
the South see their Congressmen and Sena- 
tors on behalf of this Bureau that its estab- 
lishment may be assured. 


We wish to acknowledge our error in the 
publishing of Dr. Matas’ paper in our August 
Journal, the following being omitted: 

“Remarks introductory to a series of deni- 
onstrations on the cadaver, and with the stere- 
opticon at the meeting of the Southern Sur- 
gical and Gynecological Association, held in 
New Orleans, December 17-19, 1907.” 

We do this in justice to Dr. Matas. 


‘ 
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PROGRAM OF THE SURGICAL SECTION OF THE INTERNATIONAL CON- 
GRESS ON TUBERCULOSIS TO BE HELD IN WASHINGTON CITY, 
SEPTEMBER 28-OCTOBER 3 


The Secretary of the Surgical Section, Dr. 
W. D. Haggard, has sent the following pro- 
gram, which is the preliminary statement of 
the papers and discussions to be held at the 
Congress on Tuberculosis. There will be a 
very large attendance, as there are over 2,500 
paid active members, and it is believed that 
the approaching Congress will exceed the Eu- 
ropean countries in showing what America 
can do in the way of handling a World’s Par- 
liament in the study and investigation of the 
greatest and most dreadful of all diseases. The 
list of papers herewith presented show the 
wide range of subjects to be considered, and 
will doubtless attract a large attendance. The 
meetings are open to the laity, but, of course, 
are more especially attended by the profes- 
sion, all of whom are cordially invited to par- 
ticipate in the Section meetings: 


MONDAY. 


Hospital Construction. Paper read by Mr. 
Meyer J. Sturm, Chicago, IIl., “Construction 
of Hospitals for Tuberculous Patients.” Dis- 
cussion to be opened by Dr. F. Gallagher, E1 
Paso, Tex. 

Tuberculous Laryngitis. Paper by W. E. 
Casselberry, Chicago, Ill., “Tuberculosis of 
the Larynx: the Type which is Capable of 
Recovery, and the Principles of Treatment.” 

Tuberculosis of the Eye and Lids. Papers 
by Chas. A. Oliver, Philadelphia, Pa. “A 
Brief Note upon the Value of the Ophthalmic- 
Tuberculin Test in the Question of Surgical 
Treatment of Orbital Disease.” 

Dr. Sydney Stephenson, London, “Tubercu- 
losis of the Choroid.” 

Dr. Oscar Dodd, Chicago, IIl., “Tubercu- 
losis Affecting the Cornea.” 


Discussion to be opened by Dr. F. H. Ver- 
hoeff, Boston, Mass. 

Tuberculosis of the Ear. Paper by Dr. 
Clarence J. Blake, Boston, Mass., “Tubercu- 
losis of the Ear.” 

TUESDAY. 


Tuberculous Adenitis. Papers by Dr. Chas. 
H. Dowd, New York City, “Tuberculosis of 
the Cervical Lymph Nodes. Report of 275 
Cases Treated by Radical Extirpation.” 

Mr. H. J. Stiles, Edinburgh, Scotland, “Tu- 
berculous Glands in Children.” 

Dr. C. F. Painter, Boston, Mass., “Retro- 
peritoneal Tuberculous Glands and Their Re- 
lation to the Spinal Symptoms.” 

Dr. Cazin-Chef, Paris, France, “Traitment 
des Adenitis Tuberculeuses.” 

Tuberculosis of the Lungs and Pleura.” 
Papers by Dr. S. Robinson, Boston, Mass., 
“Tuberculosis of the Lungs and Pleura.” 

Discussion opened by Dr. F. F. Murphy, 
Boston, Mass. 

Prof. Sauerbruch, Marburg, Germany, 
“Surgical Tuberculosis of the Lungs.” 

Tuberculosis of Skin and Appendages. Pa- 
per by Dr. Wm. Rodman, Philadelphia, Pa., 
“Tuberculosis of the Breast.” 

Discussion opened by Dr. A. O. J. Kelly, 
Philadelphia, Pa. 

WEDNESDAY. 

Tuberculous Bones and Joints. Paper by 
Dr. Stephen H. Weeks, Portland, Me., “Tu- 
berculous Arthritis of the Hip Joint.” 

Paper by Dr. H. Agustus Wilson, Phila- 
delphia, Pa., “The Treatment of Tuberculous 
Hip Disease by Weight-bearing and Fixation 
by the Loring Short Hip Spica.” 

Paper by Dr. Horton F. Shaffer, New York 
City, “The Question of Non-Interference in 
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the Passive Abscesses of Tuberculous Joint 
Disease.” 

Paper by E. H. Ochsner, Chicago, 
“Vaccine Therapy in Joint Tuberculosis.” 

Paper by Dr. D. A. Codvilla, Paris France, 
“Indications for Operative Treatment of Bony 
Tuberculosis.” 

Paper by Dr. D. A. Codvilla, Paris, France, 
“Tuberculous Arthritis of the Knee Joint.” 

Paper by Dr. A. Jeanne, Rouen, France, 
“Tuberculous Medioe-Tarsienne et Pied Plat.” 

Paper by Dr. Nove Josserand, Lyon, 
France, “De la Methods de Mosetig Dans 
“Traitment de la Tuberculose du Testicles.” 


Ill., 


THURSDAY. 


Tuberculosis of the Prostate, Vas, Epididy- 
mis and Testicle. Paper by Dr. John D. 
Walker, New York, N. Y., “Tuberculosis of 
the Vas, Epididymis and Testicle.” 

Discussion opened by Dr. W. E. Lower, 
Cleveland, Ohio. 

Tuberculosis of the Bladder. Paper by Dr. 
Wilhelm Karo, Berlin, Germany, ‘“Tubercu- 
losis of the Bladder.” ; 

Paper by Dr. Bransford Lewis, St. Louis, 
Mo., “Tuberculosis of the Bladder.” 

Discussion opened by Dr. Guy L. Hunner, 
Baltimore, Md. 

Tuberculosis of the Kidney. Paper by Dr. 
Arthur Dean Bevan, Chicago, IIl., “Tubercu- 
losis of the Kidney.” 

Paper by Dr. Ramon Guiteras, New York, 
N. Y., “Tuberculosis of the Kidney—A Pre- 
liminary Study.” 

Tuberculous Intestines and Appendix. Pa- 
per by Prof. Henri Hartman, Paris, France, 
“Tuberculosis of Intestines and Appendix.” 

Paper by Dr. D. N. Eisendrath, Chicago, 
Ill., “Acute Forms of Abdominal Tubercu- 
losis.” 

Discussion by Dr. Gregory Connell, Osh- 
kosh, Wis. 

Tuberculous Uterus and Adnexa. Paper by 


Prof. Samuel Pozzi, Paris, France, “Tuber- 
culous Adnexa.” 

Discussion opened by Dr. I. S. Stone, Wash- 
ington, D. C. 

Tuberculous Peritonitis. Paper by Dr. J. 
B. Murphy, Chicago, IIl., “Tuberculous Per- 
itonitis.” 

Discussion opened by Dr. F. B. Lund, Bos- 
ton, Mass. 

Tuberculosis of Testicle. Paper by Dr. 
Chas. Esmonet, “Experimental Testicular Tu- 
berculosis.” 

Paper by Dr. Cazin-Chef, Paris, France, 
“Traitment de la Tuberculose du Testicles.” 


FRIDAY. 


Surgical Tuberculosis. Paper by Dr. R. W. 
Philip, Edinburgh, Scotland, “Surgical Bear- 
ings of Tuberculosis.” 

Paper by Dr. E. H. Bradford, 
Mass., “Surgical Tuberculosis.” 

Paper by Dr. Emil G. Beck, Chicago, III., 
“The Prevention, Diagnosis and Surgical 
Treatment of Tuberculous Sinuses and Ab- 
scess Cavities.” 

Outdoor Treatment of Surgical Tubercu- 
losis. Paper by Willy Meyer, New York City, 
N. Y., “The Value of Fresh Air in Conjunc- 
tion with Artificial Hyperemia in the Consery- 
ative Treatment of Surgical Tuberculosis.” 

Paper by Dr. Arthur J. Gillette, St. Paul, 
Minn., “The Importance of, and How the 
State of Minnesota Cares for its Indigent 
Children Suffering from Tuberculosis of the 
Bones and Joints.” 

Paper by Dr. De Forest Willard, Philadel- 
phi, Pa., “Outdoor Treatment of Surgical Tu- 
berculosis.” 

Paper by Dr. Rollier, Leysin, Switzerland, 
“La Cure D’Altitude et la Cure Solsire de la 
Tuberculose Chiruricale.” 

Tuberculosis of the Muscles, Fascia and 
Tendons. Paper by Dr. James F. Mitchell, 
Washington, D. C., “Tuberculosis of the Mus- 
cles, Fascia and Tendons.” 


Boston, 
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Tuberculous Liver, Gall Ducts, Pancreas 
ond Stomach. Paper by L. W. Hotchkiss, 
New York City, “Tuberculosis of the Gall- 
Bladder, Pancreas, Stomach and Liver.” 

Discussion opened by Dr. George W. Crile, 
Cleveland, Ohio. 


Tuberculosis of the Spine. Paper by Dr. 
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Henry W. Franenthal, New York, N. Y., “Ra- 
tional Spinal Support.” 


Surgical Tuberculosis. Paper by Dr. Gua- 
lano,‘Clinical Contribution on the Pharmother- 
aphy in the Surgical Tuberculosis by Hypo- 
dermic Treatment.” 
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REPORT OF CASES 


BY THOMAS WEAVER, 


Miss M. L. K., aged 16 years, had always 
been a strong, vigorous girl, and had never 
been seriously ill. While on a visit to friends 
in town she noticed a pain in the back, though 
it was not severe enough to interfere with her 
visit. On Saturday, June 13, she returned 
to her home in the country, and complained to 
her mother of pain in the shoulders, and after 
walking out into the yard in the afternoon 
she spoke of being very tired. No importance 
was attached to the pain, as she spent the 
afternoon in reading. Just before retiring 
that night she washed her head and went to 
bed with her hair damp, and slept near a win- 
dow, though the shutters were closed and she 
was apparently not exposed to a draught. 
Towards morning she was awakened by a se- 
vere pain in the head, neck, back and shoul- 
ders, her suffering being so severe that her 
sister, whom she awakened, found her in 
tears. Her temperature at this time was 100 
2-5°, and her mother gave her broken doses 
of calomel, thinking she had probably taken 


cold. There was no nausea before she took 


the calomel, and she ate a piece of candy in 


the morning, but later there was nausea and 
loss of appetite. At this time there was no 
loss of power in her arms or legs, nor on the 
following day, when she walked across the 
room several times to the commode. - 

This she continued to do until Wednesday 
afternoon, when her mother noticed that she 
walked feebly, but as the calomel had acted 
freely, she attributed it to faintness from 
this cause. 
afternoon, after using the commode, she was 
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At about four o'clock Wednesday 


unusually helpless, and when she had with 
much difficulty succeeded in getting back into 
bed, she asked her mother if she had a bed- 
pan, saying that she did not think she could 
get up again. She was still able to use her 
arms, however, and on Thursday brushed her 
teeth. 

I saw her the first time at about noon on 
Wednesday ; her temperature at this time was 
101 2-5°, and pulse 120. She seemed very 
much prostrated though the nausea had ceased, 
and complained constantly of a pain in her 
head. There was also pain in the neck and 
back, and she was generally uncomfortable, 
though there was no tenderness on pressure 
over the spine except possibly a little over the 
lumbar region. Her tongue was furred, and 
there was complete loss of appetite. While 
her appearance generally indicated a serious 
illness, I did not at this time recognize her 
true condition; for though her mother spoke 
of the difficulty of turning her in bed, she 
attributed it to the weakness, and her pros- 
tration was so extreme that I accepted this 
explanation. The respiration did not at this 
time attract my attention, and it was not count- 
ed. On Thursday her condition was pretty 
much the same as on Wednesday. Friday 
morning I again saw her; at this time her 
temperature was I01 2-5°, pulse 120, and res- 
piration 45. The tongue was still much 
furred, the abdomen was distended and some- 
what tender, the headache was rather less, and 
she had passed a more comfortable night, 
though it was necessary to give her an opiate, 
as she was constantly asking to be turned and 
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seemed generally uncomfortable. There was 
no tenderness upon pressure over the spine, 
but upon raising her in bed she complained 
bitterly of pain in the back, saying it hurt her 
“all over.” The paralysis at this time was 
quite extensive, involving both arms and both 
legs. There was almost complete loss of 
power in the muscles of the shoulders, though 
she could, with difficulty, raise and flex her 
hands, the left having a little more power than 
the right. Paralysis of the muscles of the neck 
was marked, the sterno-mastoids being en- 
tirely powerless. There was no impairment 
oi the facial muscles. In the lower extremi- 
ties loss of power was complete from the hips 
down, except that flexion and extension of 
both feet remained. The respiratory muscles 
were likewise involved, and respiration was 
wholly abdominal. 

The bowels became constipated, and there 
was retention for 36 hours, but the bowels 
were moved by an enema, and she then voided 
her urine, and there was no further retention. 

On Saturday, Dr. W. H. Witt saw the case 
with me and confirmed my diagnosis of acute 
poliomyelitis anterior. The temperature was 
now normal, pulse 112, and respiration 47. Dr. 
Witt noticed that the respiratory sounds were 
more distinct on the left side. She was now 
more comfortable, though she had not passed 
a good night, as she was constantly asking 
to be turned. Her condition was unchanged 
cn Sunday, but when I saw her Monday 
morning I thought once there was some inter- 
mission in the pulse, but afterwards decided 
I was mistaken. Monday night the patient’s 
mother telephoned me that her pulse was very 
irregular, and that there were frequent inter- 
missions. On Tuesday morning I was again 
called by telephone and was told that my pa- 
tient was in a desperate condition. I saw her 
shortly after eight o’clock and found her 
markedly cyanosed; the respirations were 
shallow, and confined to the left side; the 
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pulse was 150, but strong and regular, and 
she was partially unconscious. At about half- 
past eleven I again saw her; the cyanosis had 
now deepened, the pulse was still 150, but much 
feebler in volume and the vaginal temperature 
102 2-5°, loss of consciousness was complete, 
and death occurred at half-past twelve. 

Summary.—The unusual features of this 
case might throw some doubt on the diagnosis, 
yet after a thorough examination and due con- 
sideration of meningitis, multiple neuritis or 
other conditions we were of opinion that it 
could only be poliomyelitis. The following 
points are of interest in this case: 

1. Age of patient, 16 years, 7 months. The 
great majority of cases occur between the first 
and fourth year (Starr). 

2. Gradual onset of paralysis, which is usu- 
ally abrupt, and the long prodromal period, 
patient complaining of pain in the back about 
a week before the onset of paralysis. 

3. Widespread distribution of the paralysis ; 
loss of power was more or less complete in 
both arms, both legs and the muscles of the 
neck and shoulders and accessory neurosis of 
respiration. 

4. Fatal termination. Prognosis as_ re- 
gards life is usually good in sporadic cases. 

5. Death on the tenth day from paralysis 
of the respiratory muscles; a number of cases 
have been reported in which death was due to 
this cause. 

6. Pain. This was the first symptom noted, 
and with the onset of fever it became very se- 
vere. It persisted more or less almost to the 
end. This symptom is not infrequently ab- 
sent entirely. 

7. The marked prostration and depression 
which were present throughout the illness. 
The patient was an exceedingly bright and 
vivacious girl, of most pleasing manner, but 
her mother tells me that from the day she was 
first taken sick she never once smiled. I do 
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not recall any special mention of this symptom 
in the case reports I have read. 
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A CASE OF CONGENITAL PYLORIC STENOSIS AND A CASE OF CONGENI- 
TAL PYLORIC SPASM. 


BY S. M. BLOOMSTEIN, 


Since these allied and closely associated con- 
ditions are assuming a prominent place in lit- 
erature, and are receiving no little attention at 
present from pediatricians, I wish to submit 
the following cases: 

Case 1. Congenital Pyloric Stenosis—Baby 
S., age 2% weeks; seen in consultation with 
Dr. Joseph Dozier. Parental history, nega- 
tive; only child; born at full term; difficult 
instrumental delivery; weight, eight pounds; 
breast fed, physical condition, good; well un- 
til the second week, when vomiting began, 
with no apparent cause, and was manifest after 
each feeding, occasionally returning more 
than was taken at a single feeding. Consti- 
pation marked. Physical examination — re- 
vealed emaciation, and marked peristalsis in 
epigastrium, beginning under the left costal 
margin and extending toward the pylorus, and 
especially noted after feeding, which was fol- 
lowed in a short while by projectile vomiting. 
A small rounded tumor could be felt in the 
region of the pylorus, which extended down- 
ward toward the umbilicus. Upon these symp- 
toms a diagnosis of congenital pyloric stenosis 
was made. Purgatives proved of little value. 
Modified cow’s milk was substituted for the 
breast without improvement. Mellin’s Food, 
diluted with water, met the same fate. Vom- 


iting continued associated with a progressive 
loss of weight. Death took place at one month 
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of age, operation having been advised and re- 
fused. 

Case 2. Congenital Pyloric Spasm.—Baby 
B., age 2 weeks; first child; seen in consulta- 
tion with Dr. J. P. Keller. Family history 
negative. At birth weighed 10 pounds; breast 
fed ; thrived until end of the second week when 
vomiting set in, which was projectile in char- 
acter, occurring after each feeding. Hunger 
was present at all times. Constipation was 
marked, although dark, bilious, slimy stools 
were passed after a vigorous purge. Loss of 
weight was evident. Physical examination re- 
vealed quite distinct peristalsis in the epigas- 
trium extending from left to right. No py- 
lorus could be felt. 

Believing this to be a case of pyloric spasm 
a change of diet was instituted and a wet nurse 
was substituted for the mother’s milk, with- 
out improvement—when peptonized modified 
cow’s milk was tried, notwithstanding which 
the vomiting and other distressing symptoms 
continued. 

Lavage proved of no value. A change to 
the country with a return to the mother’s milk 
was accompanied by some improvement. The 
vomiting became less frequent, only occur- 
ring at intervals of 24 to 36 hours, and the 
bowels began to act daily. Present weight is 
only 8% pounds, although the general condi- 
tion is much improved. 
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DR. T. E. SCHUMPERT. 


Thomas Edgar Schumpert, the only child 
of Dr. John Ira and Mrs. Mary Pauline 
(Holt) Schumpert, was born forty-five years 
ago in Bethany, Caddo Parish, Louisiana. 

A common school education was followed 
by two years at the Louisiana State Univer- 
sity. He began the study of medicine under 
Dr. David Y. Yandell, a noted surgeon of 
Louisville, and in 1884 graduated with dis- 
tinction from the University of Louisville. 
For a while he practiced in his home town, but 
later formed a partnership with the Dr. Yan- 
dell and moved to Louisville. However, his 
health showed early evidences of decline and 
he returned to his native state, rather to Tex- 
as, where he was associated with Dr. O. L. 
Abney. 

The field here, though, was too narrow and 
on being tendered the position of house sur- 
geon for Allen’s Infirmary he gladly accepted. 
His ability as a surgeon was plainly displayed 
and won for him the place of first assistant 
surgeon to the Charity Hospital. So satisfac- 
tory were his services that the Board of Trus- 
tees unanimously elected him house surgeon at 
the next annual meeting. While at the head 
of the surgical staff of this great institution he 
successfully ligated the subclavian artery, win- 
ning thereby national and international rep- 
utation. There is scarcely an operation of any 
character which he did not at one time or an- 
other perform, the most intricate of all be- 
ing the stitching of a man’s heart wounded by 
a pocket knife cut. In his practice he operated 
a large number of appendectomies with the 
exceedingly low death rate of less than three 
per hundred. 

Early in 1898 his services were sought by 
so many privately that he opened the Schum- 


pert Sanitarium in Shreveport. Its growth 
was rapid, necessitating in a short time the 
removal to more commodious quarters. These 
in turn had to be vacated on account of lack 
of room and the spacious building now oc- 
cupied was purchased, the name of the insti- 
tution meanwhile being changed to the Shreve- 
port Sanitarium. The demands upon his time 
forced him to resign the Charity Hospital in 
1899 and give his attention solely to the 
Shreveport Sanitarium where, surrounded 
with trained nurses and competent assistants, 
he was in a position to give a service second 
to none. 

It was here, in his own building, that he 
passed his last days. After a confinement of 
less than half a month, constantly attended by 
a devoted father, diligent physicians and 
nurses, he suffered from a severe hemorrhage, 
due to typhoid fever, on May 15, 1908, and 
breathed his last. 

It is doubtful if any other physician has 
done more for the profession in Louisiana than 
this man. He was born with superior powers 
and great physical endurance, yet rose to fame 
through the genius of labor. His life and soul 
were in his work and from the treasury of 
books and nature he had a mind stored with 
a rich array of wealthy thought. 

He was an active member of the various 
medical associations, both local and otherwise, 
and held important offices in more than one, 
among these being the presidency of the Lou- 
isiana State Medical Society in 1901, and vice- 
presidency in the Tri-State Medical Society, 
of which organization he was one of the 
founders. He enjoyed the distinction of be- 
ing chief surgeon to the Louisiana Railway 
and Navigation Company, division surgeon to 
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the Kansas City Southern, and local surgeon 
to a number of others. 

In 1903 he was chosen vice-president of the 
State Board of Health and two years later was 
made president of the Shreveport City Board 
of Health. In 1903 also he joined with sev- 
eral others in establishing the Medical Re- 
corder, holding the office of vice-president of 
the company until his death. Only a_ few 
months ago he accepted the invitation to be- 
come one of the collaborators to the South- 
ern Medical Journal. His contributions to 
medical literature have been numerous. 

Dr. Schumpert was prominent in almost 


every local enterprise looking to the upbuild- 
ing of Shreveport, and in the course of his 
life-time accumulated a handsome competency. 
At his death he bequeathed to the Sisters of 
the Incarnate Word the Shreveport Sanita- 
rium, and the residue of his estate, which will 
amount to more than one hundred thousand 
dollars, with the understanding that the Sis- 
ters are to add one hundred thousand dollars 
and erect a modern institution, in every re- 
spect, to be known as the Schumpert Memorial 
Sanitarium. Thus has he perpetuated his 


memory. 
Oscar Dow M.D. 
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PRIMARY TUBERCULOSIS OF THE 
MESENTERIC GLANDS. 


(By Alfred F. Hess, American Journal of 
Medical Sciences, August, 1908.) 

Hess prefaces his report of 3 cases of pri- 
mary mesenteric tuberculosis by reviewing the 
previously reported cases in which the types 
(human or bovine) of infecting organism has 
been isolated. 

He found 71 cases. In 44 of these cases 
(62 per cent.), the bacillus was of the bovine 
type. Of these 44 cases 41 occurred in chil- 
dren, three in adults. Of the 27 cases in 
which the human type of bacillus was isolated, 
18 occurred in children, 9 in adults. Although 
these figures are of no value in determining 
the relative frequency of mesenteric gland in- 
fection in adults and children, they emphasize 
the importance of the mesenteric glands as 
a portal of entry. 

The large number of cases with bovine in- 
fection in children cannot be attributed to 
their exposure to infected milk alone, as 
adults in a number of years must be similarly 
exposed, but he thinks we must admit a di- 
minished resistance on the part of the child or 
a degree of immunity towards the bovine ba- 
cillus on the part of the adults. The course of 
the disease in both types of infection is the 
same. He emphasizes the importance of care- 
ful microscopical examination of the glands as 
animal inoculation with glandular tissue have 
proven negative, even though tubercle-bacilli 
has been found in these glands in some in- 
stances in large numbers. He concludes by 
reporting three cases of primary mesenteric 
tuberculosis—one in a child 3 years, 9 months, 
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one in an infant 22 months, and one in a boy 
of 17 years. All these were instances of in- 
fection by the human type of bacillus, as 
shown by the morphology cultural character- 
istics, and virulence of the isolated strains — 


(W. C. D.) | 


MORPHOLOGY OF THE BLOOD IN 
PERTUSSIS. 


(Joseph M. Barach, Archives of Internal 
Medicine, July 15, 1908.) 

Barach reviews the literature on this sub- 
ject from the time Frolich of Breslau called 
attention to it in 1897. From this review he 
concludes that in pertussis there is a leucocy- 
tosis due to the lymphocytes, which begins 
in the catarrhal stage of the disease, reaches 
its height in the paroxysmal stage, and grad- 
ually subsides with the improvement of the 
clinical symptoms. Complications may or may 
not change the blood picture. Most of the 
authors reviewed think the blood picture of 
value in making an early diagnosis. 

Barach has carefully studied the blood of 
fifty cases of pertussis and gives the tabulated 
results in the first thirty cases that came under 
his observation. He made control examina- 
tions of 29 normal children living under the 
same conditions as the children with the dis- 
ease. In these and the children with the dis- 
ease digestive leucocytis was excluded. The 
averages in these 29 normal children were as 
follows: Total leucocytes, 10.567; Polynu- 
clears, 55.74; Small Lymphocytes, 35.92; 
Large Lymphocytes, 4.06; Transitionals, 0.54; 
Eosinophiles, 3.7. 

In the thirty cases with pertussis—at the 
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onset of the disease, the blood examination be- 
ing made in the first week of the coughing, 
the averages were: Total Leucocytes, 17.539; 
Polynuclears, 50.06; Small Lymphocytes, 4o.- 
19; Large Lymphocytes, 5.02; Transitionals, 
1.42; Eosinophiles, 3.02. 

At the height of the disease the averages 
were: Leucocytes, 22.512; Polynuclears, 38.- 
06; Small Lymphocytes, 51.52; Large Lym- 
phocytes, 6.10; Transitionals, 0.78; Eosino- 
philes, 3.56. The counts when the patients 
showed marked clinical improvement aver- 
aged as follows: Leucocytes, 10.451; Poly- 
nuclears, 49.5; Small Lymphocytes, 39.61; 
Large Lymphocytes, 5.1; Transitionals, 1.21; 
Eosinophiles, 5.35. 

Eight months later, when the children were 
in good health the averages were: Leucocytes, 
10.355; Polynuclears, 58.0; Small Lympho- 
cytes, 32.0; Large Lymphocytes, 4.0; Tran- 
sitionals, 1.0; Eosinophiles, 5.0. 

The children in both the control series and 
those with the disease ranged in age from 
1% to 7 years. One adult, a lady 72 years of 
age, was included in the 30 cases with whoop- 
ing cough. She had no leucocytosis, but an in- 
crease in the small lymphocytes. In addition 
to the cells mentioned above in the differen- 
tial counts he notes mast cells never ex- 
ceeding 4 per cent. He also mentions bilo- 
bate, small lymphocyte, degenerate large lym- 
phocytes and an occasional myelocyte. Four 
of his cases were complicated by pneumonia. 
When this occurred the polynuclears became 
the prominent cells; when the pneumonia sub- 
sided, the leucocytes fell, and lymphocytes in- 
creased in number returning to the pertussis 
formula. After his study of these cases he 
concludes that early in the disease there is a 
leucocytosis in which all forms are increased. 
Then there is a small cell lymphocytosis, which 
increases after the other forms have reached 
their limit. The large lymphocytes follow the 
small ones, but reach their limit after the 
small ones have reache:| theirs. With the pa- 
tient’s improvement the leucocytosis decreases, 
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the lymphocytes diminish and the polynuclear 
cells gradually resume their normal propor- 
tions. During the decrease of the leucocytosis 
and the lymphocytosis an eosinophilia occurs 
lasting a variable time, after which the blood 
picture regains the normal. 

The height of leucocytosis is reached dur- 
ing the paroxysmal stage, and the sickest chil- 
dren as a rule show the highest leucocytosis. 
He thinks the results are uniform enough to 
prove their value as a diagnostic measure and 
to clearly establish the blood picture of whoop- 
ing cough—(W. C. D.) 


DIFFERENTIAL BLOOD COUNT AS AN 
AID IN THE DIAGNOSIS OF EM-_ 
PYEMA OF CHILDREN. 


(Louis Fischer, Archives of Diagnosis, July, 
1908. ) 

Pus, be it localized in a small area or spread 
over a large surface, gives rise to two distinct 
cardinal symptoms: [ullness on percussion, 
and marked diminution or absence of the res- 
piratory murmur. The temperature cure is 
peculiar; while in some instances the type of 
fever is one that will suggest intermittent fe- 
ver; in other cases it may remain at or near 
normal. 

Groccus triangle is not easily mapped out. 
The general practitioner will require consid- 
erable experience before familiarizing himself 
with this phenomena. He considers a high 
polymorphonuclear percentage the most val- 
uable aid in strengthening the diagnosis, and 
reports the following cases: 

Case 1. Small lymphocytes, 15.2 per cent. ; 
polynuclear neutrophiles, 82.4 per cent.; large 
lymphocytes, 2.0 per cent.; eosinophiles, 0.4 
per cent. The high polynuclear percentage 
supported the diagnosis and the puncture re- 
vealed pus. 

Case 2. Large lymphocytes, 9 per cent.; 
small lymphocytes, 22 per cent.; polynuclear 
neutrophiles, 62 per cent.; eosinophiles, 1 per 
cent.; basophiles, 2 per cent.; mononeucleus, 
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4 per cent. The polyneuclear percentage of 62 
per cent. in this case excluded the probability 
of pus and puncture revealed a serous fluid.-— 


(W. M. McC.) 


APPENDICITIS: EXTRA SIGNIFI- 
CANCE OF LEFT-SIDED PAIN. 

(J. F. Erdman, Archives of Diagnosis, July, 
1908. ) 

Erdman writes, I have called attention to 
the following to me, practically, pathognomic 
sign: “Almost invariably the little patient’s 
place their hands in the region of the appendix 
to ward of manipulations in this region.” 

For more than half a decade I have called 
the attention of my consultants that pain, if 
present in the lower quadrant with evident 
tenderness, pain and resistance in the right 
quadrant (appendicitis in other words) and 
without any marked evidence of abdominal 
distention, signifies free fluid in the pelvic cav- 
ity, varying in character from a serous to a 
sero perulent in nature, although the appen- 
dix, or abscess, if present, is thoroughly walled 
off. 

I do not recall making one failure in this 
diagnostic factor in a single case during this 
period of time. The amount of fluid is usu- 
ally in excess of that ordinarily found in the 
pelvis and may be measured in ounces or half 


pints—(W. M. McC.) 


A PATHOGNOMORIC SYMPTOM (OR 
SIGN) OF APPENDICITIS NOT 
HITHERTO DESCRIBED. 


(H. Illoway, Archives of Diagnosis, July, 
1908. ) 


The patient is placed full length upon the: 


table for examination. The leg is flexed 
upon the thigh and the thigh upon the abdo- 
men; it is then extended at full length with a 
quick or rather sudden movement. If pain is 
produced in region of the appendix, he con- 
siders it pathognomic of appendicitis. 
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It may happen that forced flexion of the 
thigh on the abdomen, will produce pain, but 
if this is not due to appendicitis there will be 
no pain or soreness. He considers the exten- 


. soin of more value than the flexion —(W. M. 


McC. ) 


SOME EXPERIMENTS IN THE TREAT- 
MENT AND PREVENTION OF IN- 
FECTION IN ENTERIC FEVER. 


(The Practitioner, London, Vol. 1xxxi., No. 
2, Aug., 1908.) 

A. Knyvett Gordon states that there are 
few drugs that have not been given in this dis- 
ease, but it is not clear whether the change 
for the better be due to the administration of 
the particular remedy or the alterations in 
diet. 

The experiments with drugs have been di- 
rected mainly toward the group of so-called 
intestinal antiseptics, in the hope of finding 
some chemical preparation, which would kill 
the bacteria in situ, or modify their power of 
toxin formation. 

It is not pretended that any chemical prep- 
aration will neutralize the circulating toxins ; 
and can only in theory prevent their formation 
by killing the organism. Any antiseptic must 
be soluble or insoluble in fluids of the digest- 
ive tract. If soluble the chances are that it 
will be absorbed before it reaches the intes- 
tinal ulcers ; if insoluble it is usually passed per 
rectum unchanged, and has been an irritant to 
the inflamed intestinal lining. It is the belief 
of most of those who have to treat enteric fe- 
ver in bulk that drugs are useless except for 
the relief of certain well-marked symptoms. 

Gordon, after an extensive experience with 
chlorine solutions, salol, beta-naphthol, creo- 
sote, thymol, and menthol, has abandoned them 
all because he could not convince himself that 
they modified the course of the disease, but 
they did increase peristalsis or interfere with 
the appetite. 

It is evident that the B. typhosus is pres- 
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ent in the circulating blood in a large per cent. 
of cases, therefore greater numbers of bacilli 
are to be found in the duodenal region than in 
the neighborhood of the ulcers. The bile also 
contains large numbers. Then they may be 
found in the urine in large numbers. 

If we are to attempt to destroy the typhoid 
bacilli themselves, we must attack them in the 
circulating blood or in the higher region of 
the intestine, and it is probable we can con- 
trol our results to a certain extent by observ- 
ing whether the urine ceases to contain or- 
ganisms of coli-typhoid groups. It is essential 
to select a cirug that shall be highly bacteri- 
cidal to B. typhosus, easily absorbable, non- 
toxic, and is not chemically changed by the 
presence of organic matter in excess. These 
requirements would be likely to be best ful- 
filled by a preparation called Medical Izal Oil. 
Tunnicliffe found by experiments on animals 
that Izal was intensely toxic to the lower 
forms of animal and vegetable life, and that, 
as the scale ascended its toxicity diminished. 
He found also that it had a diuretic and dia- 
phoretic action when given internally. 

Gordon gives it in the form of an emulsion, 
three minims to the ounce, and gives two 
ounces of this every two hours during the day 
and every four hours at night, the dose being 
followed in each case by a draught of water. 
Other drugs were given for the treatment of 
symptoms only, and in practice these included 
alcohol and opium, with chloral or bro- 
mide of potassium occasionally as a hypnotic. 
All patients were given as full and varied a 
diet as possible, and encouraged to drink freely 
of water. 

Izal has some considerable value from the 
public health point of view. The record shows 
that the urine of those patients to whom it was 
given, ceased to contain bacilla of the coli-ty- 
phoid group shortly after its administration. 
The urine in typhoid fever patients can be 
sterilized quite easily by such drugs as uro- 
tropin and hemitol, but the urine is apt to 
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contain organisms again as soon as the drug is 
discontinued. In the Izal series the sterility 
was usually maintained. Gordon would re- 
gard Izal, therefore, as a general antiseptic, 
rather than an intestinal or urinary disinfect- 
ant. 

Summing up the results of this and of pre- 
vious work on the subject, it is evident that: 

1. Medical Izal Oil is a peculiarly efficient 
germicide in vitro for bacilli of the coli-ty- 
phoid group. 

2. It can be given internally in the form of 
an emulsion in large doses without any ill ef- 
fects, and its administration can be continued 
for a prolonged period. 

3. It does not disturb the appetite of the pa- 
tient to whom it is administered. After the 
first two or three doses the patients do not, 
as a rule, dislike it. 

4. It does not increase peristalsis, and in 
practice tends to check diarrhoea when this is 
already present. . 

5. It acts as a diuretic and as a diaphoretic, 
and, therefore, increases the elimination of cir- 
culating toxins. 

6. When bacilli of the coli-typhoid group 
are present in the urine, they usually disap- 
pear when Izal is given, and, provided that the 
drug is administered for a sufficiently pro- 
longed period, the organisms do not reappear 
when the patient is apparently well. 

7. This germicidal effect as regards the 
urine is not given by other antiseptics that are 
commonly given in enteric fever. 

8. So far as these observations go, the case 
mortality is considerably diminished by the ad- 
ministration of Izal, and the disease is prone 
to run a more favorable course, especially in 
the acute stage. 

g. These beneficial results have occurred, 
notwithstanding the fact that the administra- 
tion of the drug was not begun, as a rule, 
until the end of the second week of the attack, 
and in a series from which all mild cases are 
eliminated —(O. N. B.) 
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ON THE RELATION OF TYPHOID TO 
THE BILIARY PASSAGES. 


BY DR. J. FORSTER. 

(Munich, Medizinische Wochenschrift, Veb., 
1908. ) 

The author discusses the pathogenesis of 
typhoid fever based upon experiments and 
clinical observations. He states that the ty- 
phoid bacilli which gain entrance into the 
alimentary tract with food or drink, etc., do 
not multiply there, but that they pass into the 
circulation, and from which are excreted into 
the bile. He maintains that the bacilli are not 
detected in the stools in the early stages of 
the disease, but on the other hand, are found 
in the blood in the incubation period as shown 
by the researches of Conradi. Prof. Forster 
says that this organism is uniformly found in 
the gall-bladder, and for a long time after the 
disease. Animal experiments show that when 
the bacilli are injected into the circulation that 
they are excreted into the bile. Although bile 
is not ordinarily a good culture media for the 
bacillus typhosus, still it is rendered so after 
the admixture of proteid matter, e. g., inflam- 
matory products. This he claims would ex- 
plain the occurrence of “bacilli. carriers,” es- 
pecially where the gall-bladder was inflamed. 
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He believes that the majority of patients cease 
to be “carriers” after two to six weeks, but 
about 2 per cent. of patients continue to ex- 
crete bacilli for five, ten, fifteen or more years. 
The author investigated 386 cases as to their. 
source of infection and found that seventy- 
seven were due to infection by “bacilli car- 
riers,’ 117 to contact infection, and the re- 
maining 45 were attributed to water or food, 
etc. The finding of these bacilli carriers is 
quite a difficult matter. Any person who gives 
a history of having had typhoid and who com- 
plains of the slightest gall-bladder - trouble 
should be regarded as exceedingly suspicious 
of being a “typhoid-carrier. In order to deter- 
mine whether such is the case, it is advisable to 
try the Widal test, and if this be positive, then 
to resort to the isolation of the organism in 
the feces to be absolutely certain of your diag- 
nosis. He advises that after the discovery of 
the “carrier,” the next step is to prevent others 
from being infected. Absolute cleanliness and 
rigid personal hygiene is excellent, but this 
does not free the patient from the bacilli. In- 
testinal antiseptics, cologogues, factic acid ba- 
cilli, etc., have been advocated, but without 
very good results. He believes that the logical 
treatment for the obstinate cases is nothing 
short of a cholecystotomy or cholecystectomy. 


—(W. L.) 


IS PUBIOTOMY A JUSTIFIABLE OP- 
ERATION? 


(An affirmative answer based on a personal 
experience in thirteen cases, by J. Whitridge 
Williams, ‘MM. D. From Amer. Jour. Obs. 
and Dis. of Women and Children, Aug., 
1908. ) 

Dr. Williams reports thirteen pubiotomies in 
the hope that it may aid in determining that 
the procedure is justifiable. There were no 
maternal and three foetal deaths. The varie- 
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ties of deformity encountered were: Six gen- 
erally contracted rhachitic, two flat rhachitic, 
two generally contracted and three funnel- 
shaped pelves. The true conjugates varied 
from 7 to 8.5 c.m. (234 to 3% in.). 

With the exception of two cases the opera- 
tion was not undertaken until after the pa- 
tient had been in the second stage of labor for 
from two to ten hours, and then only when 
advance of the presenting part failed to oc- 
cur in spite of strong expulsive pains. In 
every case the vulva was dilated manually be- 
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Doderlein’s 


fore beginning the operation. 
technic was used. Delivery was effected im- 
mediately after severing the pubic bone, for- 
ceps being employed in ten, and breech ex- 
traction in three instances. 

Four methods have been described for per- 
forming the operation, namely, the open meth- 
od of Gigli, the partly subcutaneous of Doder- 
lein, the subcutaneous method of Bumm, and 
the subcutaneous symphyseotomy described by 
Zweifel. The open method, in which the an- 
terior surface of the bone is exposed by an 
oblique or vertical incision, appears to present 
but a single advantage over symphyseotomy, in 
that by making the bone section somewhat ec- 
centrically, the attachments of the bladder and 
urethra are less exposed to the possibility of 
infection. In a series of seventy-seven open 
pubiotomies collected by Déderlein, the mater- 
nal mortality was 10.4 per cent., which is quite 
as high as that following symphyseotomy and 
in marked contrast with the low mortality of 
subcutaneous pubiotomy. Accordingly, this 
method of operating has been abandoned in 
favor of the several subcutaneous varieties. 

In Doéderlein’s method, before passing the 
curved needle beneath the bone and through 
the labium majus, the soft parts are separat- 
ed from the posterior surface of the pubic 
bone by a finger introduced through a small 
incision parallel to the upper margin of the 
pubic arch and median to the pubic spine. In 
this way the bladder is protected from all in- 
jury during the application of the saw, while 
the small upper incision scarcely takes away 
from its subcutaneous character. Dr. Wil- 
liams employed this method in all but the first 
case, and is so well pleased that he will con- 
tinue its employment. 

In the subcutaneous method, no skin incision 
is made, but a large sharp-pointed needle is 
introduced through the outer portion of the 
labium majus, and under the guidance of a 
finger in the vagina, is passed along the pos- 
terior surface of the pubic bone until its upper 
margin is reached, when by simply depressing 
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the handle its point is made to emerge just 
median to the pubic spine. The Gigli saw is 
placed in position by withdrawing the needie, 
after which the bone is severed entirely sub- 
cutaneously. While this method is very sim- 
ple and reduces the danger of infection to the 
minimum, at the same time it is always asso- 
ciated with some danger of injury to the blad- 
der. 

Zweifel reported twelve cases in which he 
performed subcutaneous symphyseotomy by 
cutting through the cartilage with a Gigli 
saw, which had been placed in position by 
means of a Déoderlein needle introduced 
through a small vertical incision in the mid- 
line of the abdomen just above the symphy- 
sis. He contends this operation is superior 
to pubiotomy in that it facilitates fibrous 
union between the cut ends of the cartilage 
and thereby increases the probability of a per- 
manent enlargement of the pelvis. 

Whatever the technic used, most of the 
German authorities advise against immediate 
delivery of the child on account of the sup- 
posed increase in the danger of deep vaginal 
and perineal tears. They advocate allowing 
labor to proceed to a spontaneous delivery. 
Williams, on the other hand, delivered all his 
patients immediately. He attributes the rela- 
tive infrequency of deep tears to the fact that 
the vaginal outlet was widely dilated manually 
before beginning the operation. In this event 
the patient can be subjected to the test of la- 
bor and pubiotomy performed only when na- 
ture has shown herself unable to overcome the 
resistance after some hours of strong second- 
stage pains. 

One of the great advantages of subcuta- 
neous pubiotomy over the open method of 
symphyseotomy lies in the difference in the 
extent of gaping, which occurs bet.veen the 
ends of the bone following its section. In the 
former the primary separation rarely exceeds 
I or 2 cm., while in the latter the cut ends im- 
mediately gape so widely as to expose the sac- 
ro-iliac joints to danger of rupture unless the 


tendency to separation is counteracted by hav- 
ing the legs of the patient properly held by 
assistants. This is due to the fact that in 
pubiotomy the ends of the bone are held to- 
gether by the overlying tissues and by at- 
tachments of the larger muscles of the thigh. 
Consequently, greater gaping does not occur 
until the head presses into the pelvis, when 
the ends of the bone separate from 3 to 5 or 6 
cm., corresponding to the disproportion. Ac- 
cording to Sellheim, the enlargement of the 
pelvis is identical in both operations, but it is 
necessary to employ three times as much force 
to bring about the same degree of separation 
in pubiotomy as in symphyseotomy. For that 
reason, the extent of gaping is proportionate 
to the resistance to be overcome, and conse- 
quently injuries to the sacro-iliac joints, with 
subsequent impaired locomotion, occur far less 
frequently than after symphyseotomy. 

In a considerable proportion of cases, it is 
found on examination of the patient at the 
time of her discharge, that a considerable de- 
gree of motility exists at the site of section. 
This may be the case in spite of the develop- 
ment of a layer of callus of varying thick- 
ness upon the anterior surface of the wound, 
and occasionally even though X-ray photo- 
graphs appear to indicate that firm bony union 
has occurred. Such lack of ossification has 
no effect upon locomotion. The abnormalities 
in that regard which sometimes follow sym- 
physeotomy, could not be attributed to defec- 
tive union, but were probably due to injuries 
sustained by the sacro-iliac joints. As lack of 
bony union does not intertere with locomo- 
tion, it is not necessary to employ a specially- 
constructed bed or hammock or to place the 
patient between sand-bags or to adopt any 
other expedient tending to hold the ends of the 
bone in apposition. 

Pubiotomy is indicated in contracted pelves 
in which the true conjugate does not fall be- 
low 7 cm. (234-in.), and after a test of several 
hours in the second stage of labor has shown 
that the disproportion between the head and 
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pelvis cannot be overcome, as well as certain 
cases of outlet contraction. In multipare with 
a history of repeated difficult labors or in 
primipare presenting excessive disproportion, 
it is inferior to Cesarian section performed at 
the end of pregnancy or at the onset of labor. 
{n other cases it does not enter into competi- 
tion with it, as it is the operation of choice 
in border-line pelves after the patient has been 
subjected to the test of labor, and at that time 
is five or six times less dangerous than Cesar- 
ian section. It should replace high forceps, 
prophylactic version, induction of labor and 
craniotomy upon the living child in uninfected 
women. It should not be employed in in- 
fected patients or after failure to deliver by 
other means. 

The maternal mortality should be less than 
two per cent., provided the operation is per- 
formed by competent operators upon uninfect- 
ed women, who have not been exhausted by 
previous attempts at delivery. Out of the thir- 
teen pubiotomies performed at Johns Hop- 
kins by Dr. Williams, there were no maternal 
and three foetal deaths, only one of which was 
attributable to the operation —(G. C. T.) 


LATE RESULTS AFTER OPERATION 
FOR BENIGN DISEASES OF THE 
STOMACH AND DUODENUM. 


(By B. G. A. Moyniham, M. R. C. S., of 
Leeds, England. Abstract of Symposium on 
Ulcer of the Stomach, before the American 
Surgical Association, May, 1908. From the 
Annals of Surgery, June, 1908.) 

The author reviews 281 operations _ per- 
formed up to 1906. Of the perforating ulcers 
18 recovered out of 27; 8 of those recovering 
required gastro-enterostomy as well as closure 
of the perforation if situated at or near the 
pylorus. All of this group are quite well. 
Eight of the other ten are free from stomach 
symptoms. Of the acute hemorrhages requir- 
ing operation 23 out of 27 are alive and 18 are 
quite well. Of the 205 cases of chronic gas- 
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tric and duodenal ulcer only 2 died from 214 
operations. There are 22 cases of hour-glass 
stomach; 3 died: strangulated rectal prolapse, 
uremia, pneumcnia; of those heard from, 17 
are well. 

He concludes : 

1. Operations should be performed for 
demonstrable organic lesions of the stomach 
only, or for mechanical conditions hampering 
its action. 

2. Ulcers of the lesser curvature that do 
not cause obstruction to the onward passage 
of food should be excised. 

3. For prepyloric, pyloric or duodenal ul- 
cer, gastro-enterostomy should be performed. 
The ulcer itself should be infolded wherever 
possible to prevent subsequent hemorrhage or 
perforation. 

4. The no-loop operation is the most satis- 
factory, with the almost vertical application of 
the bowel to the stomach. 

5. If the long loop is used anterior or pos- 
terior, regurgitant vomiting is apt to occur, 
but can be relieved by antero-anastomosis.— 


(W. D. H.) 


A STUDY OF GASTRIC AND’ DUO- 
DENAL ULCERS. 


(By William J. Mayo, M. D., of Rochester, 
Minn., with especial reference to their surgical 
cure). 

The average duration of symptoms before 
operation was undertaken was 12 years, and 
every patient had received medical treatment 


over and over again. The only cases that do 
not yield to a reasonable amount of medical 
treatment should be considered surgically. In 
15 years 827 operations were performed upon 
768 patients, 225 were for benign conditions 
other than ulcer, such as adhesions and bands 
resulting from ulcer, sub-diaphragmatic ab- 
scess, etc., from perforating ulcer, bullet and 
stab wounds, benign tumors, hypertrophic py- 
loric stenosis, etc. 

In tracing the development of the surgical 


treatment of chronic ulcer, three periods are 
described: (1) Previous to 1900, (2) 1900- 
1905, inclusive, and (3) from 1905 to the pres- 
ent. 

In the first period only benign obstructions 
were operated, and while the technique was 
faulty and the mortality 6 per cent., the re- 
sults were certain, because the patients had 
real, advanced, mechanical obstruction. Mur- 
phy’s button was largely used, and the prin- 
ciple of making the opening at the lowest point 
was brought out in 1902. 

In the second period efforts were made to 
forestall starvation from under-feeding and 
pain, by earlier operation, but whenever actual 
obstruction is not present, the results are not 
so beautifully ideal. Unless there is obstruc- 
tion the food will not go out through a gastro- 
enterostomy opening, but continues to pass out 
through the pylorus. Ulcers were excised 
more and more, as 54 per cent. of 180 resec- 
tions of the stomach for cancer showed can- 
cer developed on an old ulcer base. After try- 
ing all of the elaborate operations of entero- 
anastomosis the simple posterior no-loop op- 
eration with the jejunum sutured to the left 
as it runs behind the stomach normally has 
given 300 operations with less than 1 per cent. 
mortality and but 3 cases have required sec- 
ondary operation. Since 1905 doubtful cases 
have been eliminated, the establishment of a 
living pathology enables the surgeon to recog- 
nize the ulcer, if present, and if not no opera- 
tion is undertaken except for hemorrhage. 

Duodenal ulcer exists in nearly two-thirds 
of the cases, and for which gastro-enteros- 
tomy is ideal. For pyloric strictures Finney’s 
operation is chosen. If the ulcer is distant 
from the pylorus it is excised. For hour- 
glass stomach the whole diseased area is ex- 
cised if possible. Calloused ulcer cf the py- 
loric end necessitates Rodman’s operation of 
resection. The mortality of even the more 
complicated operations does not exceed 3 per 
cent. and the cures are 95 per cent.—(W. 
D. H.) 
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END-RESULTS FOLLOWING OPERA- 
TION FOR BENIGN DISEASES OF 
THE STOMACH AND DUO- 
DENUM. 


(By John B. Deaver, M. D., of Philadel- 
phia, Pa.) 


The author asserts that stomach surgery is 
in its infancy, but certain pathological condi- 
tions must be overcome by the surgeon rather 
than the internist. He believes Kocher to be 
correct in the vast majority of cases when he 
says: “Not only can the numerous dangers of 
ulcerating affections of the stomach, such as 
hemorrhage, perforation, transition into can- 
cer, be prevented, but the disease and its re- 
sults may be so rapidly and certainly cured 
that the medical treatment of obscure cases 
must be put in the background. The pain in 
the stomach disappears immediately after op- 
eration. This is the invariable rule. The pa- 
tient does not require to pay any further at- 
tention to the nature of his food. The vomit- 
ing disappears, the bowels become regular, 
there is progressive improvement in the pro- 
cess of digestion.” 


In gastric dilatation, myasthenia and ptosis 
about the most surgery can do is to so alter the 
mechanism that medical measures will become 


effective. He uses the no-loop clamp method. 
The clamps prevent leakage during the opera- 
tion. “Vicious circle” is eliminated. The an- 
terior long loop gastro-enterostomy he thinks 
should be eliminated. Of 66 patients operated 
for benign stomach conditions 66.6 per cent. 
were cured; 80.3 per cent. greatly improved. 

Among his conclusions are: All cases of 
stenosis of the pylorus whether due to a neo- 
plasm, cicatricial contraction, hyperplasia py- 


lorospasm, or what not, would be treated by 
posterior gastro-enterostomy. All cases of ul- 
cer of the stomach or duodenum which do not 
respond promptly to medical treatment and the 
various sequel of the disease, should be treat- 
ed by operation —(W. D. H.) 


INFANTILE HYPERTROPHIC STENO- 
SIS OF THE PYLORUS. 


(By Frank E. Bunts, of Cleveland Ohio.) 

The author collected 114 operations for this 
condition. Fifty-three recovered, and 61 died, 
a mortality of 35 per cent. 

The paper concludes as follows: 

1. Congenital stenosis and infantile stenosis 
are of decidedly different clinical signifi- 
cance. 

2. Congenital pyloric stenosis would in all 
cases call for very early operative interfer- 
ence. 

3. Infantile pyloric stenosis develops after 
birth and is often amenable to medical treat- 
ment, but in the absence of improvement an 
early operation offers an excellent prospect of 
recovery. 

4. There does not seem to be as yet any pos- 
itive way to distinguish between the congenital 
and infantile forms. The earlier the symp- 
toms, the more probable the congenital form. 

5. In selected cases pyloroplasty offers re- 
sults superior to those of gastro-enterostomy, 
and should be the operation of choice. 

6. There has been no recent improvement in 
operative results. 

7. The one great determining cause of 
death in practically all cases is delay, and it 
is obvious that until this obstacle is removed 
by the medical attendant, little or no improve- 
ment on the present statistics can be expected. 


—(W. D. H.) 
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THE EFFECT OF THE X-RAYS ON THE 
SECRETION AND THE SECRETING 
CELLS OF THE ANAL GLAND 
OF THE DUCK. 


(Margaret Stern and Halberstzdter, 
Arch. Derm., 85, 149, 1907.) 

It has been shown that marked change is 
produced by the application of X-rays. At 
first the secretion was diminished, but later 
the final result was a complete atrophy of the 


gland.—(J. M. K.) 


COAL-TAR IN CHRONIC ECZEMA. 


(Jour. A. M. A., p. 497, Aug. 8, ’08, R. L. 
Sutton. ) 

He recommends its use in the pure state to 
the chronic, dry, cracked and scaly lesions 
with considerable hypertrophy of the papil- 
lary layer and thickening of the epidermis, 
such lesions as are often developed on the 
knuckles, shins and forearms. , 

Apply on smooth piece of cotton cloth and 
fasten with bandage. After 24 or 72 hours 
there is an exfoliation of the superficial strata 
of the corneum. If the reaction is very marked 
omit the tar and apply plain or carbolized zinc 
oil (carbolic acid, 5.0, zinc oxide, 55.0, olive oil, 
40.0.) until inflammation subsides; then reap- 
ply tar. The author finds tar superior to sali- 
cylic acid or other like keratolyties in the-e 
cases.—(J. M. K.) 


ECZEMA AND ASTHMA. 


(Berlin K. Woch, by L. Langstein, June 
29, ’08, xlv. No. 26.) 

The author refers to the connection between 
asthma and eczema, and gives four cases to 
that the “exudative diathesis” is the 
He urges the 


show 
basis for the two affections. 
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use of salt-free diet in eczema, but the same has 
no effect upon asthma. 


Salt-free diet, accor«- 
ing to the method of Finkelstein, is very ct- 
fectual in eczema.—J. M. K.) 


PREPARATION OF CALOMEL SALICY- 
LATE, YELLOW OXIDE OF 
MERCURY 


for injections, according to the Gray Oil of 
Lang (Bul. de La Societe, Fran. Derm. et de 
Syph., by M. Juan De Azua, Madrid, Feb., 
1908). 

M. Azua, after conducting for several years 
the most important dermo-syphilitic clinic in 
Madrid, concludes that gray oil, 50 p. 100, 
possesses many advantages over other for- 
mule. 

Recognizing the frequent disturbances fol- 
lowing injections of calomel and salicylate of 
mercury (0.05 to 0.10 gr.) in vaseline (1 c.c.), 
he determined to ascertain the cause and finally 
decided that it was the large dose that caused 
the pain and disturbance, and it occurred to 
him to prepare these remeclies like the gray oil, 
50 p. 100. Since 1897 he has used the follow- 
ing formula: Calomel (sublimed) or salicy- 
late, or yellow oxide, 2 parts; lanoline, very 
pure, I part; oil of vaseline, 1 part. Any re- 
liable syringe may be used, and to get the 
exact dose, first weigh the syringe, fill and 
weigh again. Divide the weight of the con- 
tents by the number of divisions of the syringe. 

Since 1900 he has employed injections in 
the following order of frequency: Gray oil, 
salicylate of mercury, calomel. Many thou- 
sands of injections were made with the first 
two, while 500 to 600 of calomel were given. 

Cleanse the skin on the buttock with bi- 
chloride in ether (1 to 1,000) and close the 
puncture with collodion. Much less pain, 
tumefaction, duration of indurations and _ ten- 
dency to pseudo-abscess when the calomel is 
given by the above formula. He has not been 


able to render the injections of calomel as 
bearable as those of gray oil and the salicylate. 
Of the 500 or 600 injections above mentioned 
he observed: One abscess, 4 to 6 pseudo-ab- 
scesses, 3 symptoms of intense sciatica exist- 
ing about a month. 

N. B.—AIll these manifestations, but a 
greater number and with more intensity, were 
produced when the injections of calomel in 
vaseline were given. 

The author would not use calomel in- 
jections in all cases and _ reserves two 
groups for it. 1. Those cases which do 
not yield, although well treated with gray oil 
and salicylate. 2. Those cases which demand 
the highest antisyphilitic treatment. He sub- 
divides the second group into: 1. All syphilitics 
who present traces of lesions of the nervous 
system. 2. All those who have constitutional 
lesions of the nervous system. 3. All those 
who have sclerous lesions especially of the 
tongue and liver. 4. Those who have medi- 
astinal glands. 5. The deafness and advanced 
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interstitial keratitis in hereditary syphilis. 6. 
The syphilides of the palms and soles and of 
the cornea. 7. The tertiary syphilides in large 
atrophied erythematous plaques. 

When the method of condensed injections 
becomes more general the treatment of syph- 
ilis with calomel will spread for it is without 
doubt the most efficacious. But the treatment 
should be given by the specialist. 

(Fournier estimates the average dose of 
calomel for injection to be 5 centigrammes or 
5-7 of a grain to be given once a week.)— 
(J. M. K.) 

(Same bulletin, p. 52.) 

M. M. H. Hallopean and Railliet report 5 
cases of syphilis treatment by injecting atoxyl 
in the male at the root of the penis, and in 
the female just beyond the labia majora. The 
injections were begun as soon as the chancre 
was observed and one patient received 79. The 
secondary eruption was retarded 100 days. 
The report was discussed by A. Fournier, but 
not favorably.—(J. M. K.) 


CONGENITAL PYLORIC SPASMS AND 
CONGENITAL HYPERTROPHIC STEN- 
OSIS OF THE PYLORUS IN INFANCY. 


HENRY KOPLIK, M. D. 
(The American Journal of the Medical Sci- 
ences, July, 1908.) 


This condition is very much more frequent- 
ly recognized than formerly. Probably due to 
new methods of diagnosis and a better knowl- 
edge of the subject. 

Much of the confusing and disquieting ob- 
servations in the past can be explained by dif- 
ference in material. The condition can no 
longer be considered rare. The symptomatol- 
ogy is very varied. In spasm or congenital 
stenosis the children are usually born perfect- 
ly well, two-thirds are breast fed. Vomiting 
begins in some cases from the first to the 
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fourth day, in other cases seventh day, and in 
a great many during the third week of life, 
and in still others the eighth week. It may be 
seen in some cases upon the attempt at mixed 
or artificial feeding. The vomiting is at first 
intermittent, later becomes persistent. When 
the child rejects more than is taken at a feed- 
ing, showing that some of the previous feeding 
was retained in the stomach, it is quite charac- 
teristic. The weight is stationary or declin- 
ing. Pain is often present at each feeding, as 
is indicated by crying at such times. Consti- 
pation is the rule. Physical examination of 
the abdomen often reveals a most characteris- 
tic condition. Peristalsis begins underneath 
the left costal border, passes forward to 
Traube’s triangle, and there seems to stop, be- 
ing interrupted by a sort of groove, and is tak- 
en up again by a second wave of peristalsis 
which passes on beyond the ensiform cartilage, 
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then downward and disappears. The author 
has never observed the reversed peristalsis de- 
scribed by some. 

In some cases a careful examination during 
contraction in peristalsis reveals a small hard 
nodule, of cartilaginous consistency, situated 
under the border of the liver, and running 
downward towards the umbilicus, which the 
author feels sure is the pyloric end or valve of 
the stomach as it meets the duodenum. 

Neither the peristalsis nor the palpable py- 
lorus is necessarily present, but when either 
is present it is pathognomonic of certain cases 
of the affection. There is a normal mild form 
of peristalsis seen in emaciated infants, with 
which the above must not be confounded. 

Snapping the abdominal surface with the 


finger to elicit peristalsis is of little value. 
Fever is absent. Children, after having 


nursed, vomit, and, strange to say, will retain 
fluid which is given them immediately after 
vomiting. Percussion of the stomach reveals 
little and a dilated stomach can hardly be prov- 
en in an infant. 

In some cases there exists only a spasm of 
the pylorus, which may persist for a while and 
later for some reason disappear, and the child 
make a recovery. In other cases, there is 
super-added distinct anatomical change in the 
shape of thickening of the mucous and muscu- 
lar coats of the pylorus, which may be thrown 
into folds and cause a stricture at that point. 
Even these anatomical cases may admit of im- 
provement upon a proper diet. Whenever the 
spasm subsides enough to allow food to pass, 
improvement may be expected. 

Koplik quotes Thompson as holding the 
opinion that there is a functional hypertrophy 
of the pylorus due to overwork of the stom- 
ach, brought about by the swallowing at birth 
irritating substances, such as liquor amnii. Its 
effects on the mucous membrane are not at 
first apparent ; after a few days or weeks, how- 
ever, it makes itself known and vomiting sets 
in. 

Pfaundler insists that all cases are due to 


spasm, and that the so-called new tissues, or 
the hypertrophied pylorus, are the result of 
operation or post-mortem contraction, and 
that such a condition is quite common at au- 
topsy in most infants. The author concludes 
from this that Pfaundler had not up until the 
time of this statement seen cases with the hard 
nodular pylorus felt through the abdominal 
wall. 

A third theory is that some of the subjects 
have a congenital anomaly at the pyloric end 
of the stomach consisting in new growth or 
simply hypertrophy. 

Koplik regards all of these theories as true 
in a sense. He divides his cases into those 
which he can show from the clinical history 
and subsequent course that there is a distinct 
condition of spasm not only of the pyloric 
end of the stomach, but at the pyloric valve; 
and a second group in which he can say from 
a study of the clinical symptoms that there is | 
a congenital hypertrophy of the muscular 
fibres at the pyloric end of the stomach, and in 
some cases symptoms of a stenosis, more or 
less marked. Even in the latter class he has 
found that some may recover, although there 
are authorities who state that such is not the 
case unless operation is resorted to. He finds 
that errors in diet are the chief cause of the 
former class of cases and that the pylorus may 
or may not be felt. 

Peristalsis is not always marked, but in spite 
of this children vomit, and vomit not only after 
every nursing, but at times reject more than 
is taken, on account of the peculiar condition 
of the pyloric valve, whcih does not allow the 
stomach to be completely evacuated in time 
for the subsequent nursing. These cases are 
quite common and the outlook is good. 

He reports in detail eleven cases of spasm 
of the pylorus and pyloric valvular orifice, in 
which the cause seemed to be improper diet, 
either in the form of mother’s milk or bottle 
feeding. Vomiting in these cases came on any- 
where from birth up to eight weeks or more. 
Peristalsis was visible in most of them and the 
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pylorus could be felt near the margin of the 
liver in three of them. Of these cases six re- 
covered, and five improved upon corrected diet 
and medicinal treatment. 

He reports four cases of Congenital Hyper- 
trophic Stenosis of the pylorus, in all of which 
the pylorus could be felt, and in three of which 
visible peristalsis was observed. Vomiting be- 
gan in two of these cases at birth, one at three 
weeks, and one at four weeks of age. In two 
of these cases the diagnosis was proven by op- 
eration and by autopsy. Two of these four 
cases were submitted to posterior gastro-en- 
terostomy, one of which recovered, and one 
of which, associated with otitis and having a 
temperature of 103.6 at the time of operation, 
died. While of the other two, one died sud- 
denly, while under treatment and the other 
improved upon medicinal treatment and cor- 
rected diet. 

Diagnosis—One should try to distinguish 
clinically as far as possible between the class- 
es of cases reported. In simple spasm there 
is persistent and full vomiting; the retentive 
vomiting is present in the cases of congenital 
hypertrophic stenosis, and associated with ema- 
ciation and constipation. In the spasm cases 
there may be no visible peristalsis, and the 
pylorus if palpable at all, is only felt as a 
small contracted nodule, not as hard or large 
as in the cases of hypertrophic stenosis. There 
are also, once or twice daily, stools which con- 
tain a certain amount of milk feces. In hyper- 
trophic stenosis all the symptoms mentioned 
are present to an aggravated extent, but in ad- 
dition there is marked visible peristalsis, and 
constipation is more marked. 


Prognosis.—Every case of hypertrophic con- 
genital stenosis does not require operation, 
and they may improve and even get well with- 
out operation. Most cases of spasm recover 
upon proper diet and medicinal treatment. 
Cessation of vomiting and all distressing symp- 
toms do not constitute a recovery; the infant 
must also increase in weight and develop in 
a normal manner. 

In a few cases there may be indications of 
pyloric contraction and spasms in after life. 

Treatment is divided under four heads: (a) 
Feeding; (b) Mechanical Means of Therapy ; 
(c) Drugs; (d) Operative Means. 

Feeding is by far the most important ele- 
ment in the treatment. 

Mechanical Means of Therapy include the 
application of warm cataplasms of flaxseed 
and hops, or dry warmth, stomach washing, 
and enteroclysis. According to the author, 
stomach washing is useless, and in some cases 
harmful. Small enemas of normal salt solu- 
tion injected several times daily are of value 
to maintain nutrition. 

Drugs have been of little value. 

In operative treatment the mortality is ex- 
ceedingly high, and Koplik feels that his 
chances with nature are quite as good as with 
operative treatment. 

When operation is performed successfully 
bad effects may result from the portion of 
gut thrown out of commission by posterior 
gastro enterostomy. In one of his cases two 
years after operation symptoms of a possible 
stenosis of the artificial opening in the stom- 
ach are beginning to develop.—(S. M. B.) 


EYE, EAR, NOSE AND THROAT 


CASE OF HYSTERIA, 


With very unusual laryngeal manifestations, 
reported before the Laryngolical Section of 
the Royal Society of Medicine, by Sir Felix 
Semon. (London Journal of Laryngology, 
Otology and Rhinology.) 


A schoolmistress, unmarried, aged 28, in 
March, 1907, began to suffer from overstrain. 
Had “shivering fits’ in her head, shoulders 
and arms, which gradually became more fre- 
quent. Next, tremor in arms supervened, and 
while she was getting better of these mani- 
festations, heaviness in both legs came on. 
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In September, while the weakness in the left 
leg improved, that in the right became more 
aggravated, and the tremor and shivering fits 
recurred, and she was admitted into the Na- 
tional Hospital for Epilepsy and Paralysis in 
October. At that time none of the usual hys- 
terical stigmata were present. There was 
no anesthesia, and the field of vision was not 
contracted. While in the hospital she gradual- 
ly improved, and in November was much bet- 
ter so far as the weakness of the legs was 
concerned, but she suddenly began to stam- 
mer. The form of stammering was the ordi- 
nary one. In January, with a view of creat- 
ing a mental impression, a Faraodic brush was 
applied to her neck, when she suddenly be- 
came mute. In spite of overaction of the mus- 
cles of articulation, she was unable to over- 
come this defect, and had to communicate 
with the outside world by writing. This con- 
tinued until March. In that month the ward- 
sister manipulated her tongue with a view of 
creating a mental diversion, when the patient 
suddenly broke into speech such as she now 
possesses, and which is the reason of her be- 


ing demonstrated. It will be seen that with 
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tremendous effort and violent and visible ac- 
tions of the muscles of the face, neck and 
particularly those of the mouth, she produces 
a terrific amount of voice. She is unable to 
speak otherwise than in this shouting manner, 
or even to produce a sound. At the same time 
her voice is absolutely monotonous and every 
syllable is separated from the preceding one 
by a distinct interval reminding one of the 
scanning speech of disseminated sclerosis, of 
which significantly enough a case was being 
treated in the ward, when she suddenly began 
to speak as she does now, though not quite 
like it. On laryngoscopic examination, noth- 
ing abnormal was seen during respiration, but 
on being told to phonate, a violent contraction 
of the larynx simultaneous with that of the 
face ensued. The present condition once more 
gave way to mutism for a short time, but re- 
curred without any known cause. Her gait 
was rather better; the tremor of the arms 
was slight. She was being treated now with 
respiratory exercises and sedatives, but no im- 
provement had yet been obtained—(M. M. 
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BOOK REVIEWS. 


BOOKS 


RECEIVED 


Diagnosis of the Urine-—Dr. Allard Memminger, 
M. D., Professor of Chemistry and Hygiene and 
Clinical Professor of Urinary Diagnosis in the 
Medical College of South Carolina. Third Edi- 
tion, Enlarged and Revised, with 27 Illustrations. 
116 pages. Cloth, $1. P. Blakiston’s Son & Co., 
Philadelphia. 


Pulmonary Tuberculosis and All Complications.—By 
Sherman G. Bonney, M. D., Professor of Medi- 
cine, Denver. Octavo of 778 pp., with 189 Original 
Illustrations, including 20 in colors and 60 X-Ray 
Photographs. Cloth, $7, net; Half-Morocco, $8.50, 
net. W. B. Saunders Company, Philadelphia and 
London. 


Medical Gynecology.—By S. Wyllis Bandler, M. D., 
Adjunct Professor of Diseases of Women, New 
York Post-Graduate Medical School and Hospital. 
Octavo of 675 pages, with 135 Original Illustra- 
tions. Cloth, $5, net; Half-Morocco, $6.50, net. 
W. B. Saunders Company, Philadelphia and Lon- 
don. 


REVIEWED 


Diagnosis and Treatment of Diseases of 
Women. By Harry Sturgeon Crossen, 
M.D., St. Louis, Mo, 


The author states in the preface that the 
object of the book is to bring before the gen- 
eral practitioner dieseases of women, as met 


with at the office and at the bedside. He de- 
votes but little space to aetiology, pathology 


and major operative technique, at the same 
time, he attempts to show what operations are 
demanded for certain conditions, and what 
each operation is intended to accomplish, in- 
cluding the preparation for operation and 
post-operative treatment. The book contains 
much that is to be commended, and at the 
same time, it is woefully weak in many par- 
ticulars. The first three hundred and forty 
pages are devoted to gynecological treatment. 
This part of the book contains too little read- 
ing matter and too many cuts to be of much 
service to the general practitioner. The 
chapter on gonorrhoea is very good. It is 
unnecessary, however, to devote so much 
space in a book of this character to the stain- 
ing of the gonoccus. The anatomy of the pel- 
vic floor, including lacerations of the perineum, 
is perhaps the strongest part of the book. The 
author expresses himself here in a very pleus- 
ing and accurate manner, and the operative 
technique is taken up in full with the excep- 
tion that he fails to mention Noble’s operation. 
The chapters on inflammation of the cervix, 
uterus, displacements, and the non-malignant 
neoplasms are as good as are to be found in 
the average text-book. The author, in deal- 
ing with menstruation and its disorders, is 
very incomplete, both as regards aetiology, 
symptoms and treatment. Taking the book as 
a whole, it is one that will never rank as a 
standard text-book. (L. E. B.) 
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Every members of the Medical Association 
of the States of Tennessee, Georgia, Alabama, 
Florida, Mississippi and Louisiana should be- 
come a member of the Southern Medical As- 
sociation, whose next meeting will be con- 
vened in Atlanta, Ga., November I0, II, 12, 
1908, under the presidency of Dr. B. L. Wy- 
man, of Birmingham, Ala. 


This notice of the meeting of the Southern Med- 
ical Association is made by special request of the 
Committee in accordance with.an effort to secure 
the co-operation of the medical journals in the 
South in extending the interest in and improving 
the Southern Medical Association. 


If not a members already, fill the follow- 
ing blank and mail it with your check for two 
dollars: 


Dr. Oscar Dowling, Secty., 
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